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TREATMENT OF CARBUNCLES WITH LOCAL PENICILLIN INJECTIONS 


W. Andrew Dale, M.D., Birmingham, Ala. 


Chester A. Haug, M.D., Rochester, N. Y. 


A carbuncle is a necrotizing infection of the skin and 
subcutaneous tissue that is usually due to the Staphylo- 
coccus aureus hemolyticus. If untreated, this lesion re- 
sults in prolonged morbidity, a few metastatic infections, 
a long healing period, and an appreciable mortality. 

Many methods of treatment have been used in the 
past, including local hyperemia produced by external 
heat or local injections, local ointment therapy, paren- 
teral vaccines, x-ray therapy, incision and drainage, or 
complete excision. Chemotherapeutic and antibiotic 
agents have been added to these methods as they were 
developed. The most recent methods of treatment, how- 
ever, have centered about control of the local infection 
by some type of incision or excision of the inflammatory 
mass. Although this surgical treatment usually con- 
trolled the infection, especially since antibiotics have 
been available, the wide incisions or excisions necessary 
led to large granulating wounds. Many of these neces- 
sitated prolonged hospitalization and loss of time. Final 
closure often resulted in a large scar or required skin 
grafting. 

After antibiotics, notably penicillin, became available, 
treatment of carbuncles by this drug without surgical 
drainage was attempted. This undoubtedly cured some 
carbuncles, especially the small ones, but penicillin ther- 
apy did not relieve the necessity for drainage procedures. 
Since penicillin in the concentration achieved by paren- 
teral injection did not usually control the infection, at- 
tempts to produce higher local concentrations by local 
injections were begun. . 

Peck ' in 1944 reported on four carbuncles treated 
with small local injections of penicillin with moderate 


success. Rose and Hurwitz? in 1946 had excellent re- 
sults in six carbuncles injected locally with drug concen- 
trations as high as 45,000 units per cubic centimeter. 
They emphasized injection about the outer area of the 
carbuncle but also injected some of the antibiotic into 
the lesion. Kenney * in 1947 reported on four carbuncles 
treated first with a small cruciate incision and then by 
local injection of 500 units of penicillin per cubic centi- 
meter with good results. Kaplan and Rabin * in 1948 had 
treated 24 carbuncles, using local injections of penicillin 
in a concentration of 33,000 units per cubic centimeter. 
The average healing time was 10 days. Two patients 
given small (30,000 units) doses of penicillin intra- 
muscularly did not respond. In 1949 Bate ° reported 
on 20 patients treated without any incisions; there were 
no complications and all the carbuncles healed well. 
Sanders and Lockwood ® discussed the problem and 
noted their use of local injection of penicillin in six car- 
buncles. 

Thus the reported experience with local penicillin 
therapy was favorable and this method seemed to war- 
rant further trial. A carbuncle seems analagous to a grass 
fire that, burning from a central origin, leaves a central 
zone of smoking debris while spreading peripherally in 
all directions. The active part is the periphery. The cen- 
tral area of the carbuncle is composed of partly necrotic 
and partly viable tissue, but the active zone of spreading 
infection is the periphery. If this infection can be con- 
trolled, the defensive and reparative mechanisms of the 
body should then be able to slough or absorb necrotic 
cells and debris and to bridge gaps with fibrosis. Multi- 
ple viable tissue areas act as focal points for healing if 
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they are not sacrificed by wide excision. Large collec- 
tions of necrotic material must be allowed to escape, but 
in the usual carbuncle this is already occurring through 
the multiple sinuses, and opening the area does not ex- 
pose large single pus pockets. 

On the basis of control of spreading infection a treat- 
ment program was begun. The surgical principle of 


Fig. 1.—Areas of local penicillin injection about the carbuncle. The 
area of injection is emphasized as a raised area, which actually is never 
this prominent, since injection is into the subcutaneous tissue and not the 
skin. A, multiple sinuses. B, red inflammatory zone. C, palpable border of 
induration, 


drainage of collected pus was not neglected, however, 
and from the beginning all sinuses were carefully ob- 
served for adequate drainage, and the carbuncle was 
inspected at intervals to be sure that no pus collections 
were undrained. This involved spreading sinuses open 
with a clamp, or passing a phenolized probe into them, 
but not making incisions or excisions. 

There were 14 patients in the group discussed here. 
One case occurred in 1948 as an isolated instance, and 
the other 13 were consecutive cases, all of which were 
followed by us. No lesion was accepted as a carbuncle 
unless there were multiple drainage sinuses that were 
either formed or incipient, an indurated border about 
the lesion, and no single large pus collection. Several 
cases of cellulitis and abscess were rejected as not con- 
forming to the classic concept of a carbuncle in these 
respects. 


Fig. 2 (Case 3).—Carbuncle on the chin of a woman with diabetes 
who was treated in 1950-51. A, before injection of penicillin. B, four 
days after injection of penicillin about the periphery of the lesion. 


METHOD OF TREATMENT 
Penicillin for injection was prepared by mixing 
1,000,000 units of crystalline penicillin with 5 cc. of 
saline solution and adding 5 cc. of 1 or 2% _ procaine 
solution. This proved the best way to avoid precipitation. 
After preparation of the area with benzalkonium (zeph- 
iran”) solution local injections were made about the 
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periphery of the carbuncle into the fat to lay down a bar- 
rier of penicillin outside the woody area of induration 
composing the outer zone of the lesion. It was always 
emphasized that injection was to be made into the area 
peripheral to the inflammatory zone and not into it. By 
using four portals for injection, 300,000 to 600,000 units 
of penicillin were placed about the lesion (fig. 1). The 
actual injections were done by various physicians, and 
there appeared to be no discernible difference in results. 

Following injection the patient was put at bed rest 
and penicillin was injected intramuscularly intermittently 
as prophylaxis against metastatic infection. Two patients 
were handled without this precaution, but we feel it 
is warranted as a rule. Warm wet compresses were ap- 
plied locally, either at home or in the hospital. Drainage 
points were kept open where necessary by spreading the 
points of a clamp or introducing a phenolized probe. If an 
obviously necrotic tissue mass was present, or if one de- 
veloped, it was excised by local débridement to hasten 
healing. No other type of incision or excision was done. 
In three instances x-ray therapy was given at the start of 
treatment before the outlined plan was instituted by one 
of us. 

The lesion was measured daily, the peripheral borders 
of induration being used as points of reference. If 24 
hours after penicillin treatment was begun the lesions 


Fig. 3.—A _ carbuncle treated with local injections of penicillin. A, 
before treatment. B, four days after injection ot penicillin about the 
periphery. 


appeared stationary or resolving, no further treatment 
was given. If not, another injection was given. If at 48 
hours the inflammation was not definitely resolving, re- 
injection was always done. More injections were given as 
they seemed indicated in individual cases. 


RESULTS OF TREATMENT 

All of the 14 carbuncles treated were controlled well 
and healed satisfactorily. No metastatic infections oc- 
curred. An occasional satellite furuncle necessitated 
treatment. One carbuncle was injected in the inflamma- 
tory zone rather than outside. An immediate systemic 
reaction with fever occurred (case 2). 

The usual result was relief of pain within 8 to 16 hours. 
At the end of 24 to 48 hours the process was ordinarily 
stationary or beginning to resolve, depending on the size 
and duration of the lesion. After this stage drainage per- 
sisted for four to five days, usually ceasing entirely as 
the sinuses became encrusted. The underlying induration 
at this point was still present but smaller, and there was 
minimal local tenderness. After several weeks only small 
skin dimples with occasional slight induration marked 
the site. In table 1 the data concerning all the patients 
treated is summarized. Because of particularly inter- 
esting features, three of these are reported in more detail. 
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REPORT OF CASES 


Case 1.—F. B., a 63-year-old white, nondiabetic man was ad- 
mitted April 28, 1948, with a carbuncle of the abdominal wall 
of 14 days’ duration. He was handled on an outpatient basis, re- 
ceiving three consecutive daily local injections of 100,000 units 
of penicillin. After 25 days the lesion was completely healed. 
Five months later he was hospitalized with a 5 cm. carbuncle of 
the neck of 21 days’ duration. A cruciate incision, with the pa- 
tient under ether anesthesia, was made. After eight days of Kos- 
pitalization he was followed in the clinic; the granulating wound 
was still healing at 30 days when he was last seen. 

Comment.—This is the only case in the 1940 or 1947-48 
series in which treatment was by local penicillin injection. The 
later neck carbuncle with the usual type incisional treatment 
forms an interesting contrast. 
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Comment.—This case demonstrated the danger of injecting 
penicillin into the carbuncle itself. A secondary extension was 
well controlled by reinjection. 

Case 3.—H. W., a 40-year-old diabetic woman, was admitted 
March 15, 1951, with a 10 cm. carbuncle of the chin of seven 
days’ duration. On admission she was uremic, with a blood urea 
nitrogen level of 89 mg. per 100 cc., and was anemic, with a 
hemoglobin level of 8.5 gm. After study clinical diagnoses of 
diabetes mellitus with acidosis, intercapillary glomerulosclero- 
sis with uremia, and cardiac decompensation were made. Treat- 
ment consisted of diabetic control, digitalization, administration 
of fluids and transfusions, parenteral administration of penicil- 
lin and local injection of penicillin about the carbuncle. It re- 
sponded as expected (fig. 2), but her general condition continued 
to be poor and became progressively worse. The uremia increased 
and she died with pulmonary edema and cardiac failure. 


TaBLeE 1.—Data in Fourteen Cases of Carbuncles Treated with Local Injections of Penicillin in 1950-51 


Treatment 


Dura- 
tion, Diameter, 
Diabetes Location Days ‘m. 


tera 
X-Ray Penicillin, 


Paren- 
Hos- No. of 
pitali- Healing 


Patient Age Sex Therapy Days Local Penicillin, Units zation Days 
B.D. 49 M No Neck 7 8 0 r s 500,000 Ist, 2nd, 3rd, and 6th days 8 22 
oh te 63 M No Abdomen 14 Moderate None 0 100,000 Ist, 2nd, and 3rd days 0 25 
F.N. 3 M No Scalp 30 Large 300 r 8 400,000 Ist, 3rd, and 5th days 9 9 
EB. #.t 47 F Yes Right scapula 7 7 300 Tr 4 600,000 Ist; 500,000 2nd; and 400,000 8 18 

Sth days 
G.D. D4 M Yes Neck 5 8 None 4 300,000 Ist, 2nd, and 5th days 5 14 
R.R. 19 M No Neck 3 6 None 3 400,000 Ist day 0 3 (soft, 
slight drainage) 

R.H 41 M No Neck 3 4 None 0 400,000 Ist day 0 s 

J.P 25 M No Neck 4 6 None 5 500,000 Ist and 2nd days 5 11 

J.F. 50 M No Neck 6 Moderate None 5 400,000 Ist and 2nd days 7 9 

Gg. BL. 6 M No Neck 7 7 None 4 400,000 Ist, 2nd, and 3rd days 7 7 

Bq. 7. 30 M No Neck 3 3 None 2% 500,000 Ist and 8rd days 0 7 

H. W.§ 40 F Yes Chin 7 10 None 12 400,000 Ist, 2nd, and 3rd days 12 Died 
R.M 25 M No Back 6 75 None 1 300,000 Ist and 2nd; 600,000 3rd 4 ? 

and 4th days 
L. M 12 M No Buttoek 7 7.5 None 0 400,000 Ist and 8rd days 4 7 
* Case 1. t Case 2. t This patient received aureomycin for five days. § Case 38. 
TABLE 2.—Comparison of Treatment and Results in Three Series of Cases of Carbuncle 
Duration of Time 
Hospitali- Required 
Anatomie Diameter, Duration, zation, to Heal, 
Location ) ; Treatment Days Days 

1, 1940+ 18 24-72 212.5 7.7 335 9.9 13 0-42 13.7 7-56 31 17 
3, 1950-51 14 $69 86 0-12 4.9 222 16 8 


* The greatest number of days in each instance represents patients who died 
In the 1940 series surgical treatment without penicillin was given; in the 


t 
used; and in the 1950-51 series only local penicillin therapy was given. 


Case 2.—E. H., a 47-year-old white diabetic woman, was ad- 
mitted Jan. 23, 1950, with a 7 cm. carbuncle of the right scapular 
region of 7 days’ duration. X-ray therapy with 100 r was given 
at once, the diabetic control program was started, and adminis- 
tration of penicillin parenterally was started. Local injection of 
600,000 units of penicillin was done, not only about the periph- 
ery of the lesion but also into it. The patient became acutely ill, 
with severe local pain and temperature ranging between 38 and 
38.8 C. Injection of 500,000 units of penicillin was done the 
next day, this time with care to inject none into the lesion. Reso- 
lution of the inflammation then began, and by the following day 
was definite. On the seventh day, because of a spread of tender- 
ness and swelling inferiorly, 400,000 units of penicillin was 
injected about the new area. The extension of the lesion re- 
sponded to this treatment rapidly. She was discharged on the 
eighth hospital day. By the 18th day there was only slight indura- 
tion without tenderness to mark the site of the carbuncie. 


a. 
1947-48 series both surgery and penicillin administered parenterally were 


Comment.—Therapy controlled the carbuncle, and by the 
fifth day it was obviously resolving. On the seventh day it was 
no longer a problem at all. The kidneys were, however, fatally 
involved. This was the only death in the series. 


COMPARISON OF TREATMENT 

All carbuncles diagnosed as such were studied for the 
years 1940 and 1947-48, the latter being a two-year 
series in order to approximate the number of cases in the 
1940 and present series. No cases were omitted. 

The patients in all three series were treated similarly 
as regards bed rest and hot compresses. The 1940 group 
of 18 patients did not receive penicillin, and most were 
treated by cruciate incisions or excisions under anesthe- 
sia. The 1947-48 series of 21 patients received parenteral 
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penicillin therapy, and again all had incisions or excisions 
under anesthesia. The only patient not treated surgically 
was the one discussed in case 1, which is included statis- 
tically in the 1950-51 series since its treatment was sim- 
ilar to that group. In the 1950-51 series all patients re- 
ceived local penicillin therapy without surgery. 

Table 2 summarizes the comparative statistics. The 
average duration of hospitalization in series 3 (1950-51) 
of 4.9 days as compared to 9.2 days for series 2 (1947- 
48) and 13.7 days for series 1 (1940) indicates an ad- 
vantage of this regimen. The healing time of 12.6 days 
in series 3 as compared to 42 days in series 2 and 31 days 
in series 1 is considerably shortened. Without knowledge 
of series 1 and 2 except from the hospital record it ap- 
pears that more of the carbuncles were larger and of 
longer duration in these groups than in the more recent 
series. This should be noted in comparing hospitalization 
and healing time. Nonetheless we think the recent series 3 
compares favorably with the early ones in that hospital- 
ization and healing time are decreased without increasing 
complications. We do not, however, interpret these statis- 
tics strictly, but feel that they indicate a trend. Certainly 
this is too small a group from which to draw sweeping 
conclusions. The cases in the 1950-51 series were con- 
secutive, but did not happen to include any cases of large 
carbuncles in which surgical incision or excision would 
be necessary to control the infection at once to save life. 
Such cases will no doubt continue to occur occasionally, 
and surgery will be indicated at once. 


AND STONE 
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SUMMARY AND CONCLUSIONS 


A method of treatment in 14 cases of carbuncles with 
local penicillin therapy is described, consisting of injec- 
tion of penicillin in concentrations of 100,000 units per 
cubic centimeter about the periphery of the lesion to a 
total of 300,000 to 500,000 units for a single or several 
daily injections. Results of this treatment combined with 
parenteral administration of penicillin, general rest, and 
local application of hot wet compresses are given. All 
carbuncles responded satisfactorily to these measures 
and without complications. 

The series of carbuncles treated by this method of 
local penicillin injection is compared with all the car- 
buncles treated in 1940 (18 cases) by incision or ex- 
cision without penicillin therapy, and with those treated 
in 1947-48 (21 cases) with incision or excision with 
penicillin therapy parenterally but not locally. This sug- 
gests that local injection therapy produces a more rapid 
healing of the lesion after a briefer period of hospitaliza- 
tion without an increase in complications. 

No carbuncles have recently been seen that neces- 
sitated immediate surgical incision or excision as a life- 
saving measure. These will no doubt continue to occur 
occasionally. Except in such cases, local penicillin ther- 
apy is at present our treatment of choice, although each 
carbuncle must be individually considered and carefully 
followed for response. Further study will be necessary 
to determine if there are any specific contraindications to 
this treatment. 


PAINFUL PERIARTICULAR CALCIFICATIONS AT WRIST AND ELBOW: 
DIAGNOSIS AND TREATMENT 


Irving I. Cowan, M.D. 


Joseph R. Stone, M.D., Milwaukee 


Painful periarticular calcifications about the wrist and 
elbow joints produce a disability commensurate with the 
shoulder syndrome due to calcific tendinitis or bursitis. 
Clinical and roentgenologic recognition of calcareous de- 
posits about the wrist and elbow are also important, be- 
cause these conditions are so disabling, yet so amenable 
to treatment. 

The so-called subacromial calcific bursitis or tendinitis 
has been irequently reported in the literature in recent 
years, and its various methods of treatment are so well 
known as not to merit further discussion in this com- 
munication. Similarly, there have been numerous reports 
in the literature of calcific deposits in the soft tissues 
about the hip joint; however, there have been few refer- 
ences to calcific periarticular tendinitis involving the 
wrist and elbow joints.' We are reporting a series of 11 


From the Department of Radiology, Marquette University School of 
Meditine (Dr. Cowan) and the Department of Orthopedic Surgery, Mount 
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J. Bone & Joint Surg. 32-B: 30 (Feb.) 1950. (b) Seidenstein, H.: Acute 
Pain in Wrist and Hand Associated with Calcific Deposits; Report of 
Fifteen Cases, ibid. 32-A; 413 (April) 1950. Milch, H., and Green, H. H.: 
Calcification About Flexor Carpi Ulnaris Tendon, Arch. Surg. 36: 660 
(April) 1938. 


cases that illustrate the types of involvement of the soft 
tissues about the wrist and elbow, with special emphasis 
on the early recognition of this condition and its treat- 
ment with high voltage roentgen therapy. 


CLINICAL FINDINGS 

The history of these cases is quite typical, in that the 
onset is usually acute. In the superficial joints such as the 
elbow and wrist, edema and increased local heat, re- 
stricted motion, and muscle spasm are remarkable. 
About the wrist, the swelling is confined to the flexor sur- 
face, since in all our cases involving the wrist joint the 
pathological calcifications are located on the volar as- 
pect. In the elbow, the swelling is limited to the lateral 
and posterior aspects, and the roentgen ray findings re- 
veal soft tissue calcification adjacent to the lateral con- 
dyle of the humerus. Associated with these findings are 
a marked limitation of motion in the involved joint and 
a pronounced muscle spasm. The elbow and wrist are 
held in the semiflexed protective attitude, and the patient 
usually supports the involved extremity with the unin- 
volved arm. In the very acute cases the skin over the 
painful joint is erythematous and extremely sensitive to 


Vi 
and 


Vol. 149, No. 6 


pressure, but we have never been able to demonstrate 
any fluctuation. The tenderness is sharply localized and 
exquisite in character, is confined to an area directly over 
the calcification, and corresponds to the calcific area 
demonstrated in the roentgenograms. 


ETIOLOGY 


The histories of our cases failed to reveal any trau- 
matic precursor, nor was the occupation of the person 
a predisposing factor. This condition occurs in various 
age groups, but in this series the patients were chiefly 
between the ages of 40 and 60. There were nine women 
and two men, and all were members of the white race. 
The patients were distributed among various nationalities. 
In four cases there were symptoms and roentgen ray evi- 
dence of similar calcifications involving joints other than 
the wrist or elbow. In this series of cases the incidence in 
women was approximately five times as great as it was in 
men. This may be of some significance, but the small 
group of cases makes it difficult to prove sex relationship. 

About half our female patients had passed the meno- 
pause, while others were about to enter it. Endocrine 
dysfunction may prove to be a factor in the development 
of the pathological calcifications. As to the direct etiology 
we are forced to theorize and wish to point out several 
interesting features. First, it is noted that the calcifica- 
tions occur in areas characterized by heavy tendinous 
tissue such as is present on the lateral aspect of the 
elbow and on the volar surface of the wrist. These an- 
atomic sites are similar in histological structure to the 
heavy musculotendinous cuff of the shoulder and to the 
tendons inserting into the greater trochanter of the femur. 
In the cases with wrist involvement, the calcific deposits 
were most frequently observed at the point of insertion of 
the flexor carpi ulnaris tendon into the pisiform bone, or 
of the flexor carpi radialis into the base of the sec- 
ond metacarpal. Second, whatever the cause may be, it 
is believed that there is focal necrosis of tendinous tissue, 
causing an alteration in chemical balance that results in 
the deposition of calcium salts. These opaque deposits in 
the shoulder and hip regions have been analyzed by 
others * and have been found to contain calcium carbon- 
ate and phosphate. Why some injured tendinous tissues 
heal by fibrous union and others by the deposition of 
calcium has never been satisfactorily determined. When 
the calcium deposit involves the tendon sheath or the 
adjoining bursa, then a chemical inflammatory reaction 
is produced that causes pain, swelling, erythema, loss of 
motion, and muscle splinting. In this way the acute symp- 
tomatology may develop. 

We have not found it necessary to perform surgery in 
any of our cases, and we therefore cannot offer evidence 
as to the pathology of the involved tissue or chemical 
analysis of the calcareous deposits; however, Pedersen 
and Key ° report a careful histopathological analysis of 
calcific tendinitis and bursitis about the shoulder, sub- 
stantiating the anatomic location of the calcium and its 
effect on the adjacent tissues. 


DIFFERENTIAL DIAGNOSIS 
Myositis ossificans can be easily differentiated from 
para-articular calcifications because of the frequent his- 
tory of trauma in the former. In myositis ossificans the 
calcifications are linear in distribution and follow the 
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planes of the muscle fibers and the fascia, which is in 
contrast to the tendinous location of calcifications in the 
cases reported in this paper. Ossifying myositis does not 
produce localized heat or erythema of the skin over the 
affected part. In hypervitaminosis D * there is a history of 
intake of large doses of vitamin D ingested over a long 
period of time. Radiographic studies of the extremities 
show multiple extensive deposits of calcium rather than 
small localized collections. In hyperparathyroidism there 
is not infrequently a palpable tumor mass in the anterior 
portion of the neck. Radiographic survey of the bones 
may show multiple cystic lesions, usually in the long 
bones; bilateral renal calculi; and gallbladder calculi, 
in addition to the calcific deposits in the soft tissues. 
Blood chemistry studies in hyperparathyroidism are of 
some value from the standpoint of differential diagnosis. 
The serum alkaline phosphatase and serum calcium levels 
are elevated in most cases, and the serum phosphorus 
may be depressed. There is no localized swelling or heat, 
and several bones or joints may be painful. 

Calcification of a hematoma is usually preceded by 
trauma, with discoloration of the overlying skin associ- 
ated with localized heat, swelling, and tenderness. The 
calcification is circular, larger in size, and fairly sharply 
circumscribed in comparison with the type of calcifica- 
tion present in the para-articular structures in the cases 
here reported. Tuberculosis usually produces bone de- 
structive lesions with paraosseous abscesses. There is 
marked joint destruction. The Mantoux test is frequently 
positive, and the roentgenogram of the chest may show 
active pulmonary foci. The aspirated material from the 
cold abscesses, when cultured or inoculated in guinea 
pigs, will reveal the presence of tubercle bacilli. The 
healing phase of this destructive process produces multi- 
ple calcific deposits about the joints, but the joints them- 
selves show definite evidence of destruction. 

In neurotrophic diseases,‘ especially in cases of trans- 
verse myelitis or of paralysis of the lower extremities fol- 
lowing severe wounds that involve the spinal cord, calci- 
fications may occur in the soft tissues. Some of the 
obscure neurotrophic diseases with paralysis may result 
in extensive calcific deposits in the soft parts, especially 
in the region of the pelvis and the hips. These calcifica- 
tions are very extensive and widely distributed in relation- 
ship to the type of calcification described in this paper. 
In acute osteomyelitis the pain is usually localized to one 
area, and this finding is associated with increased local 
heat, swelling, tenderness, and loss of function. The 
toxicity is much more generalized, and there are chills, 
fever, and, often, a local soft tissue abscess. The roent- 
genograms indicate an Osseous process rather than an 
extraosseous calcific deposit as noted in bursitis or 


tendinitis. 
ROENTGEN DIAGNOSIS 


Every patient with a history of acute onset of pain in 
the wrist and elbow, and physical findings as stated, 
should have a carefully performed roentgen examina- 
tion of the wrist or elbow. This series of examinations 


2. Pedersen, H. E., and Key, J. A.: Pathology of Calcareous Tendinitis 
and Subdeltoid Bursitis, Arch. Surg. 62:50 (Jan.) 1951. 

3. Christensen, W. R.; Liebman, C., and Sossman, M. C.: Skeletal and 
Periarticular Manifestations of Hypervitaminosis D, Am. J. Roentgenol. 
65:27 (Jan.) 1951, 

4. Solovay, J., and Solovay, H. U.: Paraplegic Neuroarthropathy, Am. 
J. Roentgenol. 61: 475 (April) 1949. 
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should include not only the routine anterior-posterior and 
lateral views of the part but also special views; for ex- 
ample, roentgen studies of the elbow should include 
internal and external oblique views with the joint ex- 
tended. In the wrist, the study should include not only 
internal and external oblique views but also radiographs 
made with the hand in ulnar and radial deviation while 
the wrist is in the posterior-anterior position. From a 
technical standpoint, the films should be taken with high 
speed technique; that is, short time exposure with in- 
tensifying screens. This technique is essential to eliminate 
motion due to severe pain in the part being examined. 
These radiographic studies should also include at least 
two exposures with lower kilovoltage than is ordinarily 
used for bone studies, in order to demonstrate soft tissue 
detail and thereby reveal even the smallest or minimal 
calcific shadows in the soft parts adjacent to the joints. 
From the roentgen standpoint, the important differ- 
ential diagnosis must always exclude the possibility of 


Fig. 1.—External oblique view of the wrist, showing calcium mass 
adjacent to pisiform bone resembling a sesamoid bone. Note localized 
soft tissue edema over region of calcium deposit. 


fracture. In the case of a fracture, the fragment of bone 
is usually homogeneous in character, in contrast to the 
irregular or spotty calcification in the extra osseous tis- 
sues. Also, in the case of a fracture, a defect can usually 
be demonstrated in the adjacent bone. At times it may 
be difficult to differentiate between a small, well-formed 
calcium deposit and an extra sesamoid bone (fig. 1). 
A sesamoid is smooth in outline and contains definite 
bone trabeculation, while the calcific nodule usually has 
a homogeneous density and may be slightly irregular or 
fragmented, and never contains bone trabeculations. 
Whether a calcific deposit is in the bursa or tendon 
sheath cannot be definitely established by the roentgen 
examination in every case. We believe that such critical 
and anatomic analysis of the films is not necessary from 
a clinical standpoint. Confirmation of the clinical impres- 


5 Sandstrom, D.: Peritendinitis Calcarea; Common Disease of Middle 
Life; Its Diagnosis, Pathology and Treatment, Am. J. Roentgenol. 40: 
1021 (July) 1938. 
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sion and the general anatomic location of the calcification 
is the function of the radiographic study. Clinically, in 
our cases the amount of calcium present in the soft tissues 
was unrelated to the severity of the clinical symptoms 
and findings. 


Fig. 2.—A, anterior-posterior view of the elbow, showing homogeneous 
but fragmented calcific mass at the lateral aspect of the humeral condyle. 
Note soft tissue edema in region of calcium deposit. B, anterior-posterior 
view of elbow one year after roentgen therapy, showing complete dis- 
appearance of the calcium deposit. 


ROENTGEN THERAPY 

Many forms of treatments have been advised for pain- 
ful periarticular calcifications, varying from simple rest 
and immobilization to radical surgery. Hughes,'* of Aus- 
tralia, recently reported three cases of painful calcifica- 
tion about the elbow that were treated surgically. Seiden- 
stein '” also reported cases of painful calcification about 
the wrist and hand, and used immobilization, rest, and 


Fig. 3.—A, external oblique view of the wrist, showing dense, irregular 
calcium mass between the pisiform and the triangular bone. Note soft 
tissue edema about the wrist. B, external oblique view of the wrist approxi- 
mately five months after the roentgen ray therapy, showing complete reab- 
sorption of the calcium. 


procaine hydrochloride (novocaine”®) injection with good 
results. G. Sandstrom,’ of Stockholm, in 1926 was among 
the first to report the successful use of roentgen therapy 
in bursitis and allied conditions. Lattman," in this coun- 
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try, in 1936 reported good results using roentgen therapy 
in painful extra-articular calcifications of the shoulder. 
Others * have also indicated excellent results with this 
modality. The theoretical indication for roentgen therapy 
is based on the following effects of x-radiation on the 
tissues about the joint: (1) analgesia through its effect 
on nerve fibers in the involved area, and (2) a break- 
down of the leukocytes in the treated area. It has 
been well established by careful histological study that 
the leukocytes are broken down; that is, the cell mem- 
brane is ruptured by x-radiation and the intracellular 
substance is liberated. This substance may possibly in- 
fluence the chemical changes in the region of the deposi- 
tion of calcium and produce a reabsorption of the 
calcium. It is well known that calcium deposits about the 
joint have undergone complete absorption after the ap- 
plication of roentgen therapy or after other forms of 
treatment. This is illustrated in figures 2 and 3. Every 
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in the table. In none of our cases was there a recurrence 
of symptoms, with the longest follow-up period being 
four years. 

SUMMARY 

1. Aseries of 11 patients with painful calcific deposits 
about the wrist and elbow is reported. Of the 11 cases, 
6 involved calcifications about the flexor aspect of the 
wrist, and 5 about the lateral aspect of the elbow joint. 

2. Diagnostic criteria consisted of: (a) history of 
acute pain, swelling, and loss of motion of the wrist or 
elbow, associated with localized tenderness, and (b) 
roentgen ray evidence of varying quantities of calcium 
in the soft tissues about the wrist and elbow joints. 

3. Roentgen therapy was the only treatment used in 
this series and proved effective in all of them. Follow-up 
studies showed either partial or complete reabsorption 
of the calcium deposit and complete relief of clinical 
symptoms. Pain relief by this method of treatment was 


Summary of Data on 11 Cases of Painful Periarticular Calcifications About Wrist and Elbow 


Duration 
of 


Clinieal 


Symp- 

Case Joint toms, 

No. Patient Age Sex Involved Days 
1 R.R. 60 F Left wrist 3 
2 R. F. 40 F Left elbow 30 
3 B.S. 65 F Right wrist 4 
4 H.k 56 F Right wrist 5 
5 M. M. 40 F Left wrist 5 
6 R.C. 40 F Left wrist 98 
7 K. E. 54 M Left wrist 14 
M. 36 Right elbow 5 
i) A. C. 36 F Leit elbow 5-7 
10 M. L. 47 F Left elbow 28 
ll G.S. 47 M Right elbow 59 


No. of 
Days 
After 
First No. of 
Total X-Ray Days for 
Dose of Treatment Complete 
Type of Previous Roentgen for Pain Clinical 
Therapy Therapy Relief Reeovery End Result 
Immobilization 550 r 2 23 Excellent 
and splint 
Hot compresses 750 6 12 Excellent 
None 900 ¢ 4 ll Excellent 
Analgesies 600 T 3 9 Excellent 
Immobilization 450 r 4 13 Excellent 
and splint on each of 
Analgesies 550 6 12 18 Excellent 
Hot compress on each of 
Diathermy 2 fields 
Splinting 
Hydrotherapy 
Massage 
Immobilization, 
sling, and splint 
None 480 r 3 6 Excellent 
None 800 r 1 8 Excellent 
Analgesics 700 10 16 Good 
None 800 r 7 14 Good 
Analgesics 900 Tr 14 30 Good 


patient in this group that had follow-up roentgenograms 
revealed partial or complete disappearance of the calcific 
deposits. Pohle and Morton * reported complete and sat- 
isfactory results in 84% of their patients with calcific 
bursitis and tendinitis treated with roentgen ray therapy. 

All of our patients received roentgen ray therapy, with 
the following technical factors: 200 kvp, 50 cm. distance, 
0.25 mm. added copper filter, 20 ma., and a half-value 
layer of 0.85 mm. Cu. Treatments were given daily in the 
acute cases in doses of 150 to 200 r (dose measured in 
air without backscattering). In the subacute cases the 
therapy was administered every other day. A total dose 
of 450 to 900 r was used, depending on the severity and 
duration of the clinical symptoms. In two cases in this 
series, the reaction after the first two treatments was very 
severe, with definite increase in edema and in intensity of 
pain, which lasted for about 24 to 48 hours. Roentgen 
therapy was continued in spite of this reaction, and all 
of the clinical symptoms and findings disappeared within 
a few days. In most cases there was a good therapeutic 
response beginning with the first treatment, as indicated 


relatively rapid, and symptoms did not recur, with our 
longest follow-up being four years. The amount of cal- 
cium deposit was not related to the severity of the clinical 
symptoms or findings. 


425 E. Wisconsin Ave. (Dr. Cowan). 


6. Lattman, I.: Treatment of Subacromial Bursitis by Roentgen Irra- 
diation, Am. J. Roentgenol 36:55 (July) 1936. 

7. Gelber, L. J.: Roentgen Therapy of Arthritides and Ligamentous, 
Tendinous and Bursal Inflammations, M. Rec. 159: 415 (July) 1946. 
Hodges, F. M., and Boyer, R. A.: Roentgen Therapy of Bursitis, Virginia 
M. Monthly 75: 547 (Nov.) 1948. 

8. Pohle, E. A., and Morton, J. A.: Roentgen Therapy in Arthritis, 
Bursitis and Allied Conditions, Radiology 49: 19 (July) 1947, 


X-ray Examination of Fractures.—Many unnecessary requests 
for radiography are made because failure to X ray a patient 
who is later found to have a fracture may be deemed neglect. 
The legal attitude is open to the criticism that an x-ray exami- 
nation can be made and yet gross omissions in the clinical ex- 
amination and inexperienced interpretation of the radiographs 
may still mean neglect. Careful attention to the clinical aspect 
would prevent many serious blunders, save x-ray film, and prob- 
ably be of greater value to the patient—James F. Brailsford, 
M.D., Factors Which Influence the Value of a Radiological 
Investigation, Lancet, April 5, 1952. 
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OF LOEFFLER’S SYNDROME 


REPORT OF A CASE WITH INFLAMMATORY LESION SIMULATING CARCINOMA 


Jay P. Ruzic, M.D., John M. Dorsey, M.D., Harry L. Huber, M.D. 


and 


S. Howard Armstrong Jr., M.D., Chicago 


In 1932, William Loeffler, professor of medicine at 
the University of Zurich, first recognized an unusual 
allergic syndrome. Loeffler listed three criteria as char- 
acteristic: (1) a mild afebrile illness of short duration 
with a paucity of general findings, (2) shifting and tran- 
sient pulmonary roentgenographic changes, and (3) a 
concomitant but variable increase of blood eosinophils.’ 
Since 1932, however, many cases have been reported 
that vary considerably from Loeffler’s requirements. 
Some of the patients in the reports were chronically ill 
with fever, cough, increased sedimentation rate, and pul- 
monary infiltrations that had persisted for many weeks 
or months. Even though the allergic process in the lungs 
is usually benign, this is not always the case, and, since 
the basic mechanisms involved are probably the same, 
the concept of Loeffler’s syndrome has been enlarged. 
Since Loeffler’s syndrome was recognized, transient 
eosinophilic infiltrations have been reported in organs 
other than the lungs. In the following case, a transient 
eosinophilic inflammatory lesion of the stomach, asso- 
ciated with a high eosinophil level, occurred in a patient 
with a history of so-called Loeffler’s syndrome. 


REPORT OF CASE 


A 53-year-old white married man was admitted to the Presby- 
terian Hospital on Oct. 10, 1950, complaining of right lower 
quadrant pain, diarrhea, and low grade fever of two days’ dura- 
tion. His eating and drinking habits were normal. There had 
been no bloody or tarry stools, and, aside from the present ill- 
ness, no recent change in bowel habits had been noted. He had 
maintained his weight of 150 lb. (68 kg.) without difficulty. 
About three weeks prior to admission to the hospital, he first 
noticed nausea accompanied by occasional vomiting, diarrhea, 
and epigastric distress. An “asthma remedy” that had been used 
for several months was stopped, and aureomycin, 250 mg. every 
four hours, was taken for two days, with some lessening of the 
gastrointestinal symptoms but with a gradual increase in the 
asthmatic symptoms. On Sept. 26 he consulted one of us (H. H.) 
and was found to have a white cell count of 11,300, with 56% 
eosinophils. A chest roentgenogram (fig. 14) showed pronounced 
clouding of both apexes almost identical in appearance to a 
transient cloudiness observed two years previously. Aureomy- 
cin in 250 mg. doses was again prescribed, with some lessening 
of all symptoms. On Oct. 10 right lower quadrant tenderness 
developed and the patient had a temperature of 101 F (38.3 C) 


Dr. Ruzic is now at the Department of Surgery, University of Colorado 
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Dr. Dorsey is now Chairman, Department of Surgery, Evanston Hos- 
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1. Loeffler, W.: Zur Differential-Diagnose der Lungeninfiltrierungen: 
Uber fiiichtige Succedan—Infiltrate (mit Eosinophilie), Beitr. Klin. 
Tuberk. 79: 368, 1932; Die Fliichtigen Lungenisnfiltrate mit Eosinophilie, 
Schweiz. med. Wchnschr. 66; 1069 (Nov. 7) 1936. 


and a white cell count of 14,500, with 52% eosinophils. He was 
hospitalized for observation. 

The medical history revealed that the patient had been well 
except for chronic rhinitis until early 1945, at which time he 
had several nasal polyps removed. Shortly thereafter, symptoms 
of mild dyspnea and wheezing began, and within two months 
they became so severe that injections of epinephrine (adrena- 
lin®) were required for relief. Skin sensitization tests were made, 
and dietary restrictions were started, but, because the attacks 
of asthma continued to be severe and mental disorientation de- 
veloped, the patient was hospitalized and given insulin shock 
therapy by his physician. During this period, when the patient 
felt dissociated from the world and yet in command of profound 
revelatory truths, the asthma subsided entirely. Subsequently, 
the feeling of dissociation subsided and has not recurred, so 
that when he has not been incapacitated by asthma, the patient 
has been active in business. 

One month after he was discharged from the hospital, his 
wheezing respirations reappeared, and he was relieved some- 
what by epinephrine spray. Skin tests were repeated, with very 
questionable positive findings. He was treated with desensitiza- 
tion to house dust, which aggravated his symptoms. In March, 
1946, pneumonia developed and the patient was treated with 
penicillin and sulfonamides, which caused exacerbation of the 
asthma. Chest roentgenograms in June, 1946, (fig. 2) were nega- 
tive except for a small amount of thickening of the apical pleura 
bilaterally. In October, 1946, he was admitted to another hos- 
pital because of chronic sinusitis and asthma. Roentgenograms 
showed bilateral maxillary sinusitis and roentgenographically 
clear lung fields. A differential blood cell count revealed 8% 
eosinophils. The patient showed noted improvement shortly 
after the maxillary sinuses were cleared surgically. 

In September, 1947, because of persistence of the asthma and 
cough, the patient was admitted to another hospital. During 
the early part of his stay severe asthmatic symptoms developed, 
and helium and oxygen inhalations were tried without beneficial 
effects. Chest roentgenograms showed a rapidly changing pic- 
ture. At first, there was dense clouding of the right apex, with 
a lesser amount of infiltration beneath the right apical pleura (fig. 
3A). This was interpreted as possibly advanced pulmonary 
tuberculosis. Two months later, roentgenograms (fig. 3B) showed 
marked regression of the apical changes, with minimal soft 
densities in both apexes. Although it was thought that the pa- 
tient had minimal tuberculosis, repeated examinations of the 
sputum were negative for acid-fast organisms. One differential 
count showed 6% eosinophils. 

Because his asthmatic symptoms continued to be severe in 
spite of the various medications, the patient was again hospital- 
ized, in November, 1949. His symptoms were severer after a 
short course of pyrogen therapy. Corticotropin (ACTH) therapy 
was Started in late November, 1949, and resulted in very transi- 
tory mild relief at first, with no benefits on continuation of the 
therapy. The attacks of asthma continued to be more or less 
severe but were controlled to some extent with epinephrine and 
iodides until Sept. 26, 1950, when the patient consulted one of 
us (H. H.), as stated previously. 

On the patient’s admission to this hospital, physical examina- 
tion showed him to be anxious but not acutely ill, well de- 
veloped, and apparently in good health. His temperature was 
99.2 F (37.3 C), pulse rate 70, and blood pressure 110/70 mm. 
Hg. The patient’s right pupil was noted to be larger than the 
left, but the neurological examination gave otherwise normal 
results. This finding had not been reported on previous admis- 
sions to other hospitals and had not been noted by the patient. 
The chest was barrel shaped, with evenly distributed, dry, 
musical rales and a wheezy, prolonged expiration. The heart 
rhythm was irregular because of premature beats. The exami- 
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nation of the abdomen was normal except for mild right lower 
quadrant tenderness. 

Blood studies showed 12.5 gm. of hemoglobin, with 4,000,000 
red cells and 11,400 leukocytes, 27% of which were neutrophils, 
18% lymphocytes, 2% monocytes, and 53% eosinophils. The 
sternal marrow was within normal limits except for a high pro- 
portion of eosinophilic leukocytes. The hematocrit was 43%, 
and the sedimentation rate was 32 mm. in one hour. The total 
protein level and the albumin and globulin distribution, both 
by the Howe method and by electrophoretic methods, were 
within normal limits. 

The sputum showed no tubercle bacilli or fungi on smear and 
culture. No atypical cells were seen in the sputum cell block. Re- 
peated stool examinations were negative for occult blood, cysts, 
ameba, and pus. Intradermal tests were negative for histoplas- 
mosis, blastomycosis, coccidioidomycosis, and trichinosis. The 
trichinella complement fixation test was also negative. An elec- 
trocardiogram showed ventricular premature beats and left axis 
deviation. The chest roentgenogram showed a normal heart 
shadow and lung fields (fig. 1B). There was thickened pleura in 
both apexes. When this film was compared with previous roent- 
genograms (fig. 1A and 3A), it was evident that the apical cloud- 
ing had disappeared. 

A roentgenogram of the colon was normal, but food and fluid 
were reported in the stomach. Stomach roentgenograms were 
repeated with the patient on a liquid diet and after he had had 
nothing by mouth for 12 hours, but fluid was still present. 


Fig. 3.—A, chest roentgenogram made Sept. 5, 1947, showing dense 
clouding of the right apex and spotty infiltration in the major portion of 
the right upper lobe. There is also clouding of the left apex, with a lesser 
amount of infiltration beneath the apical pleura. B, chest roentgenogram 
made Nov. 3, 1947, showing regression of apical changes. 


Finally, the stomach was aspirated before and during fluor- 
oscopy, and a large filling defect was seen to involve the lesser 
curvature of the stomach, beginning 2 in. (5.08 cm.) below the 
cardia and extending to about 1 in. (2.54 cm.) from the pylorus 
(fig. 4 and 5). 

Because of the previous upper lobe clouding, the allergic back- 
ground of the patient, and the high blood and bone marrow 
eosinophil level, it was suspected that the gastric lesion might 
not be attributable to carcinoma, particularly in view of the 
fact that repeated stool examinations had been negative for 
blood. Nevertheless, the x-ray findings were sufficiently char- 
acteristic of carcinoma, so that little choice was left other than 
to advise surgery. 

The patient was operated on by one of us (J. M. D.) on Oct. 
29, 1950, and it was found that the stomach wall was greatly 
thickened from the cardia to the pylorus. This area was red- 
brown, and through the serosal surface could be seen elevated, 
miliary, yellow-brown plaques. Some of these had coalesced to 
form larger subserosal nodules. No definite tumor was palpable. 
The abdomen showed no evidence of tumor, and no other organs 
were involved. There was a subacute inflammatory reaction be- 
tween the stomach, liver, and diaphragm, as evidenced by easily 
separated, fibrinous adhesions, which bled rather easily. A gas- 
trotomy was performed, and a section of stomach wall includ- 
ing serosa and mucosa was sent to the laboratory. With the 
stomach open, it was apparent that there was no pronounced 
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change in the mucosa. There was no ulcer or tumor demonstrable 
within the stomach lumen. 

Histologically (fig. 6 and 7), the biopsy specimen from the 
stomach showed a chronic inflammatory process about the small 
vascular channels in the submucosa, muscularis, and serosa. 
There was also considerable widening of the submucosa and 


Fig. 5.—Stomach roentgenogram made Oct. 20, 1950, reveals a filling 
defect that involves the lesser curvature of the stomach, beginning about 
2 in. (5.08 cm.) below the cardia and extending to about 1 in. (2.54 cm.) 
from the pylorus. There is stiffening of the mucosal pattern. Diagnosis: 
carcinoma of the stomach. 


serosa. The inflammatory reaction was most pronounced in the 
serosal zone and consisted of a perivascular infiltration of 
lymphocytes, a few macrophages, giant cells, and fairly large 
numbers of eosinophils. The chronic lesions seemed to have 


Fig. 6.—Histological section of biopsy specimen from stomach. 


evolved from acute areas of necrosis involving muscle and col- 
lagen. No organisms or parasites could be detected. It seemed 
likely that this was part of a generalized process, and there 
was some suggestion that a portion of it might be caused by 
an allergy or some condition such as periarteritis. A biopsy 
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specimen of striated muscle of the abdominal wall was essen- 
tially normal, however. The patient had a smooth postopera- 
tive course and was discharged on the 14th postoperative day. 
Stomach fluoroscopy in January, 1951, gave no evidence of the 
previous lesion, and the stomach appeared normal (fig. 8). Chest 
roentgenograms were also within normal limits. A differential 
blood cell count showed 3% eosinophils. In June, 1951, the 
blood eosinophils were 5%. 


REVIEW OF LITERATURE 


A review of the literature for similar gastric lesions 
revealed several interesting cases. Vanek ° reported the 
cases of six patients in whom the submucosa of the gastric 
antrum showed granulation tissue of a peculiar type as- 
sociated with eosinophilic infiltration. In these patients, 
who had suffered from gastric disorders of various kinds, 
lesions were observed that consisted of loose, collagenous 
tissue with fibroblasts, lymphocytes, and eosinophilic 
polymorphonuclear leukocytes in the submucosa. This 
caused a bulging of the mucosa and, in some cases, even 
a polypous formation. Vanek could find no allergic fac- 
tors in the clinical histories of his patients, and there was 
no eosinophilia. 


Fig. 8.—Stomach roentgenograms made Jan. 2, 1951. Note that the 
Tugae are parallel, peristaltic waves pass to end of the antrum, and the 
duodenal cap fills. There is no evidence of obstruction. The stomach is 
normal. 


In 1949 Moloney * reported the case of an adult in 
whom there was hypertrophy of the pylorus with mas- 
sive eosinophilic infiltration, associated with blood 
eosinophilia. Because of obstructive symptoms, a gas- 
troenterostomy was performed after a gastrotomy had 
revealed a fixed mucosa in the region of the pylorus. 
Microscopy showed hypertrophied muscle fibers with a 
marked cellular infiltration, consisting predominantly of 
eosinophilic leukocytes, in the interstitial perivascular 
connective tissue. Sound evidence of allergic causes was 
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3. Moloney, G. E.: Pyloric Hypertrophy with Eosinophil Infiltration, 
Lancet 256: 412 (March 5) 1949. 

4. Herrera, J. M., and de la Guardia, J.: Un raro caso de eosinofilia 
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lacking. Herrera and de la Guardia ‘ recently reported a 
case of pyloric stenosis produced by an inflammatory 
process with infiltration of eosinophilic leukocytes in the 
gastrointestinal wall, provoking a pseudotumor obstruc- 
tive syndrome for which an extensive partial gastrectomy 
was performed. The patient did not have eosinophilia in 
the circulating blood in the preoperative phase, but in 
the days following surgery he showed a progressive rise 
in eosinophils to 20.5%. 

Of more interest is the case reported by Kaijser ° in 
1937. The patient was 53 years old and, since his youth, 
had been known to be allergic to onions; he had vomited 
after eating the smallest quantity. For 12 years he had 
had gastric complaints. The diagnosis of gastric ulcer 
was made, and he was repeatedly treated by diet. Roent- 
genograms suggested an ulcer of the lesser curvature, 
about 3 cm. above the pylorus. At operation, the pylorus 
was found to be largely adherent to surrounding struc- 
tures, and the serosa was thickened and scarred. The 
resected part of the stomach showed diffuse thickening 
of the walls, which was caused chiefly by edema of the 
submucosa. Neither gross nor microscopic examination 
revealed an ulcer. In the superficial layer of the sub- 
mucosa there was considerable inflammatory infiltration 
consisting of neutrophilic leukocytes and numerous 
eosinophilic leukocytes. The muscularis mucosa was split 
up by the infiltration of eosinophilic leukocytes. In places, 
the submucosa showed numerous dilated lymphatic ves- 
sels, some of them filled with eosinophilic leukocytes, 
lymphocytes, and endothelial cells. These last were 
swollen and proliferating, so that they obliterated the 
lumen. In this last report, the allergic history and the 
lesion were quite similar to that found in our patient. 


COMMENT 

With the broadening of our knowledge concerning 
connective tissue and vascular reactions, it has become 
evident that many conditions believed to be distinct 
disease entities are closely related, the clinical manifes- 
tations depending on the organ or organs involved and 
the degree and stage of the allergic reaction. H. Berg- 
strand ° reported autopsy findings on four patients who 
had a variety of allergic symptoms, of which asthma 
was the most conspicuous. Histological examination re- 
vealed, apart from the ordinary asthmatic lesions, vas- 
cular changes in the lungs and other organs characteristic 
of periarteritis nodosa and rheumatoid arthritis. Further- 
more, there were foci of connective tissue exhibiting 
fibrinoid degeneration and rheumatic granulomas. The 
other lung changes were similar to those described by 
von Meyenburg? as being characteristic of Loeffler’s 
syndrome, namely, interstitial inflammation and serous 
exudation, with eosinophils and giant cells in the alveoli. 
Such syndromes as rheumatoid arthritis, periarteritis 
nodosa, rheumatic carditis, and transient lung infiltration 
with eosinophilia are regarded by Bergstrand as equiva- 
lent manifestations of an antigen-antibody reaction local- 
ized to different organs. 

The degree of the allergic reaction may be important. 
Wilson and Alexander * reported an 18% incidence of 
bronchial asthma in 300 cases of periarteritis nodosa. 
In the patients with both asthma and periarteritis, the 
eosinophil level averaged 53.5%, with a range from 


: a 
= 
¥ 
& 
‘ 
} 
H 


Vol. 149, No. 6 


11% to 84%. They found that the asthmatic attacks of 
those patients in whom periarteritis later developed were 
very intense, and it was their feeling that the intensity of 
the attacks (or the intensity of the underlying mechanism 
causing them) was probably one of the factors predis- 
posing to periarteritis, a rare complication of asthma. 
The stage of the allergic reaction may also be important 
in determining the clinical entity produced. The transition 
from a readily reversible to less easily reversible hyper- 
sensitive histological sequences is well seen in the classic 
studies of Arthus ® on the rabbit. The phenomenon is 
demonstrable to only a limited extent in guinea pigs and 
not at all in many other experimental animals but does 
occur in man. 

The pathogenesis of the gastric lesion is here no clearer 
than the pathogenesis of most nonspecific granulomas. 
The allergic nature is suggested by the bronchial asthma, 
nasal polyps, abdominal pain with diarrhea, transient 
infiltration of the lungs, eosinophilia, and disappearance 
of the gastric lesion within a short period of time. The 
late age of onset, the high eosinophil level, the severity 
of the asthmatic paroxysms, and the fact that extrinsic 
allergens such as pollens or foods did not precipitate 
attacks, identify this as a case of intrinsic asthma. In 
this patient and in most cases of asthma associated with 
periarteritis, the pathogenic allergen is unknown. 

It is apparent from this man’s history that the syn- 
drome was more extensive than in Loeffler’s description. 
The pulmonary infiltrations were recurrent and some- 
what slower in disappearing, and the asthma was very 
severe; however, many authors have described cases in 
which chronicity was the outstanding feature and in 
which there were severe asthmatic symptoms. Thus, the 
original concept of Loeffler’s syndrome as a distinct dis- 
ease entity is changing; the range of reactions may be 
transitory, chronic, recurrent, or even irreversible. De- 
pending on the degree of tissue response, seemingly sepa- 
rate diseases may be produced that are in reality different 
phases of an allergic reaction. In the early stages, these 
changes are entirely reversible, as in Loeffler’s cases, 
while with repeated attacks irreversible damage occurs 
to produce a more chronic inflammatory involvement, as 
in some cases of lung infiltration associated with eosino- 
philia and as occurs in classical periarteritis. 

If we may be allowed to extend Loeffler’s syndrome to 
include more chronic infiltrations of the lung with eosino- 
philia associated with severer symptoms, it may not be 
improper to include transient infiltrations of other organs 
under this heading. The same fundamental process is 
occurring but in different organs. This case can be 
thought of as presenting Loeffler’s syndrome in the stom- 
‘ ach as well as in the lungs. It suggests that in Loeffler’s 
syndrome involvement of any tissue may be a feature. 

Other authors have reported eosinophilic inflamma- 
tory lesions occurring in association with Loeffler’s syn- 
drome. Cases have been reported by Harkavy *° in which 
attacks of asthma were accompanied by pulmonary 
lesions with eosinophilia and reactions of serous mem- 
branes including pleura, pericardium, and peritoneum. 
Cases of Loeffler’s syndrome and associated pericarditis 
with effusion have been reported.'! Loeffler’s syndrome 
with eosinophilic infiltration of the perilymph nodes, epi- 
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didymis, and musculature has been reported.'* A combi- 
nation of transient pulmonary eosinophilic infiltration 
and periarteritis nodosa has been reported in only a few 
isolated cases.'* To our knowledge, the association of 
transient infiltration of the lungs, transient eosinophilic 
infiltration of the stomach, and transient blood eosino- 
philia has not heretofore been reported. 


SUMMARY 

1. The concept of Loeffler’s syndrome is presented. It 
is suggested that Loeffler’s criteria are too limited, be- 
cause they exclude a variety of conditions in which the 
same process is operating. 

2. A case is described of transient blood eosinophilia 
with a transient eosinophilic lesion of the stomach in a 
patient with a history of so-called Loeffler’s syndrome. 

3. The findings, after a review of the literature for 
similar gastric inflammatory lesions, are reported. 

4. There is a discussion of the relation between the 
phase of the allergic reaction and the organs involved to 
the disease entity produced. A concept of Loeffler’s syn- 
drome is presented that embraces all the conditions in 
which there is involvement of tissues with a transient 
eosinophilic inflammatory reaction as part of an allergic 
process. 
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Keeping Abreast in Medicine.—The physician who neglects his 
studies for the few first years after graduation, will seldom re- 
sume them. In many respects, this is one of the most important 
periods of his whole life. The omissions of youth may be sup- 
plied—those of manhood are fatal to our prospects, in propor- 
tion to their number and magnitude. The young physician is 
not aware how soon his elementary knowledge—much of which 
is historical and descriptive, rather than philosophical—will fade 
from his mind, when he ceases to study. That which he pos- 
sesses, can only be retained by new additions. He cannot remain 
stationary; the moment he ceases to acquire, he loses; and this 
is true, not merely of professional, but of classical and general 
knowledge. . . . 

. . But he must not merely review, he must extend his pro- 
fessional studies. Previous to graduation, the most industrious 
student can study but a small part of the books, which are cur- 
rent in the profession. He has had before him but a few speci- 
mens in each department—a large portion remain to be studied. 
In this duty he should proceed with method; and I will mention 
two principles which should govern him:—First, he ought suc- 
cessively to undertake the study of particular diseases, or groups 
of diseases, and seek, in all the books consecutively, for what 
relates to them. In this manner, he will form his own mono- 
graphs. Secondly, when actual cases of disease present them- 
selves, he should read whatever may be within his reach in 
reference to them. Such readings are more profitable than any 
others, because the motives which prompt him, sustain his atten- 
tion and invigorate his understanding.—Daniel Drake, M.D., 
1832, Practical Essays on Medical Education and the Medical 
Profession in the United States, Baltimore, The Johns Hopkins 
Press, 1952, pages 61-62. 
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Surgical treatment of tracheobronchial deformities 
permits conservation of undamaged lung tissue distal to 
bronchial lesions, and provides a means of treating ob- 
structive tracheal lesions heretofore considered insur- 
mountable. Two methods in this immature surgical field 
have been used with gratifying success. The first is resec- 
tion and anastomosis,’ the second is plastic reconstruc- 
tion with wire-supported dermal grafts.” The first method 
is useful for small localized lesions, and the second suit- 
able for more extensive deformities. 

The case described here afforded a severe test for tra- 
cheobronchial reconstruction. The relatively new surgical 
method used provided a solution to a clinical problem 
in which the distribution of healed lesions of tuberculous 
tracheobronchitis (which created the problem) was 
unique. In this case strangulating asphyxiation was grad- 
ually progressive for two years until finally an incredible 
degree of airway obstruction resulted that involved the 
thoracic trachea as well as both bronchi. Developing 
rapidly, a similar degree of obstruction of one main 
bronchus would have been serious; of both bronchi, 
probably disastrous; and of the trachea, surely fatal. 

In this case a young woman was able to adapt her 
breathing to plugged, tortuous slits because the increment 
of airway obstruction from day to day was negligible, 
from week to week slight, and from month to month tol- 
erable. Thus after two years breathing persisted through 
channels inadequate at more points than one. I feel that 
the fortunate ultimate result can be accredited to the re- 
markable adaptability of nature as much as to the surgical 
provision of an adequate airway. 


REPORT OF A CASE 


The patient was a woman, aged 30 years. A roentgenogram 
(fig. 14) made in September, 1947, showed an atelectatic wedge 
in the right cardiophrenic angle. Active pulmonary tuberculosis, 
characterized by cough, noisy breathing, and positive sputum, 
however, was not diagnosed until January, 1949. On hospital ad- 
mission in June, 1949, the chest roentgenogram also showed 
partial atelectasis of the upper lobe of the left lung (fig. 1B). 
Although this cleared rapidly, it indicated bronchial involve- 
ment on the left as surely as the basal atelectasis did on the right. 
Bronchoscopy revealed an extensive ulcerocaseous tracheitis that 
precluded further examination. Planigrams showed stenosis of 
the distal right bronchus, poor visualization of the left bronchus, 
and no significant tracheal deformity. 

After streptomycin had been given for three months the acute 
symptoms subsided but a wheeze developed. In November, 1949, 
planigrams and bronchoscopy revealed beginning stenosis of the 
midtracheal third and the entire left main bronchus, in addition 
to almost complete occlusion of the right intermediate bronchus 
by a healed stenosis. Hyperemia and some exudate indicated 
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THREE-STAGE TRACHEOBRONCHIAL RECONSTRUCTION FOR 
TUBERCULOUS STENOSIS 


Paul W. Gebauer, M.D., Honolulu 


residual inflammation. The left lung was clear; the upper lobe 
of the right lung still exhibited minimal infiltration. Three months 
later in February, 1950, it was impossible to pass a 6 mm. 
bronchoscope through the tracheal stenosis and hyeremia was 
still evident. The aerated lung fields were clear (fig. 1C). Plani- 
grams showed an increase in the degree of tracheal and left 
bronchial stenoses. p-Aminosalicylic acid, which was given for 
three months was poorly tolerated. The tracheobronchial obstruc- 
tive symptoms prevented physical activity. The sputum, while not 
voluminous or thick, was positive and the tubercle bacilli were 
only partially sensitive to streptomycin. 

In July, 1950, one year after ulcerocaseous tracheitis was 
noted, bronchoscopy was done with a 5 mm. bronchoscope. Be- 
ginning 1% in. (3.8 cm.) below the larynx, a marked, fairly well- 


Fig. 1.—Preoperative roentgenograms. A, survey film made about two 
years before admission shows a dense wedge in the right cardiophrenic 
angle that represents the entire middle and lower lobes. B, admission 
chest film made in June, 1949. The basal wedge on the right has con- 
tracted; there is partial atelectasis in upper lobe of the left lung. Severe 
ulcerocaseous tuberculous tracheitis prevented adequate bronchoscopy. 
C, Roentgenogram made in January, 1950, three months after completion 
of a course of streptomycin. The aerated lung fields are clear, but 
bronchoscopy and planigrams revealed severe stenosis of the thoracic 
trachea and whole left bronchus, and occlusion of right bronchus below 
the upper lobe orifice. D, In November, 1950, the tracheal and left 
bronchial stenosis had increased. There is a questionable change at the 
left base. Tracheotomy was necessary five days later. 


healed stenosis of the trachea was observed to extend almost to 
the bifurcation. The lumen was about 2 by 4 mm. approximately 
2 cm. above the carina. Just beyond a large upper lobe orifice, 
the distal right bronchus was represented by a healed, clean, “pin- 
hole” stenosis. The orifice of the left main bronchus, which was 
an Oval opening 6 by 3 mm., was not entered. 


COMMENT 
Following this examination, and again two months 
later, the possibility of surgical treatment evoked con- 
siderable discussion at a hospital staff conference. Opera- 
tion in this patient was considered probably not feasible, 
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particularly because tracheal reconstruction had been 
successful in only one of four cases in our experience.* 

Left thoracotomy, with repair of the left bronchus to 
establish an adequate airway to the intact left lung, fol- 
lowed by right thoracotomy for repair of the trachea and 
removal of the destroyed middle and lower lobes of the 
right lung seemed an overwhelming undertaking even 
without the difficulties of oxygenation and anesthesia. 
Nevertheless, it seemed to be the only complete solu- 
tion of the problem, and was preferable to certain as- 
phyxiation. The decision was not to operate because of 
a possible spread at the left base that was probably an 
area of temporary atelectasis (fig. 1D), and partial resist- 
ance to streptomycin. Therefore, administration of as 
much p-aminosalicylic acid as could be tolerated was ad- 
vised, and attempts at tracheal dilatation were con- 
sidered. 

On Nov. 13, 1950, bronchoscopy revealed that the 
tracheal stenosis was notably smaller, and the upper por- 
tion was dilated with difficulty. However, the lower por- 
tion, just above the carina, was rigid, and the lumen, 3 to 
4 mm. in the anteroposterior diameter and 2 mm. wide, 
could not be enlarged. Because it was realized that the 
edema subsequent to this procedure would produce 
asphyxia, oxygen was administered and preparation 
made for tracheotomy. 

Figure 2 depicts diagrammatically the procedures em- 
ployed during the ensuing 10 weeks. A very low trache- 
otomy was done. The trachea was normal where it was 
incised, but below the suprasternal notch the stenosis 
barely admitted the tip of a small curved clamp. A tra- 
cheal dilator was worked into the lumen and forcibly 
spread open. This procedure permitted the insertion of 
a long, cane-shaped no. 4 tracheotomy tube, which, luck- 
ily, reached just beyond the stenosis. Also it undoubt- 
edly produced a tracheal tear, for a mild subcutaneous 
emphysema and a small right pneumothorax were subse- 
quently noted. An alarming asphyxial state was relieved 
temporarily. 

The tracheotomy tube minimized the tracheal obstruc- 
tion and permitted good aeration of the hyperdistended 
upper lobe in the right lung. However, the trauma of its 
insertion and its presence near the orifice of the stenotic 
left main bronchus evidently induced enough edema to 
make the slightest accumulation of secretions obstruc- 
tive to the left lung, and thereby cause asphyxia. Re- 
peated tracheal aspirations, administration of oxygen 
under pressure direct to the tracheotomy tube, and use 
of an oxygen tent only intermittently relieved dyspnea 
and cyanosis. Whenever the breath sounds became dimin- 
ished or inaudible on the left, the patient’s condition was 
extremely critical, but it improved when the usual harsh 
sounds were regained. 

On the second night following tracheotomy, respira- 
tions ceased but recurred following intravenous admin- 
istration of nikathemide (coramine®) and mouth to tube 
breathing. Severe generalized convulsions were control- 
led by intravenous administration of thiopental (pento- 
thal®) sodium and phenobarbital (luminal*) sodium. 
Intense cyanosis was lessened by oxygen under pressure, 
applied during inspiration directly to the tracheotomy 
tube, from which bloody mucous was aspirated. On the 
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following day there was a left-sided partial paresis and 
partial blindness that cleared following intravenous ad- 
ministration of procaine. On Nov. 15 the no. 4 trache- 
otomy tube was replaced with a no. 5 tube. However, 
fair aeration of the left lung could not be adequately 
maintained, and despite constant, heroic nursing, as- 
phyxia and exhaustion seemed to be gaining the upper 
hand. Another crisis was passed on the next night. The 
patient returned to consciousness following the spraying 
of epinephrine into the tracheotomy tube in addition to 
the measures mentioned previously. This drug in aerosol 
was used intermittently thereafter with improved aeration 
of the left lung. 

A gradual improvement began. After a week the pa- 
tient could tolerate short periods without oxygen, but 
she was able to get out of bed. In another week her 
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SECOND STAGE: THIRD STAGE: Short tracheal 


Left bronchus repaired © Trachea repaired. Right permanently removed 
with wire-supported ‘middle and lower lobes two weeks later. 
dermal graft, removed, short tracheal 

tube inserted, 


Fig. 2.—Drawings depicting tracheobronchial deformities present and 
procedures applied. The dermal grafts used to correct the deformities of 
the left bronchus and trachea were actually inserted in the posterior 
aspect of these structures, but are drawn on the anterior for increased 
clarity. A, normal structures for comparison. B, state of patient’s tracheo- 
bronchial tree at least three years after acute tuberculous involvement of 
distal right bronchus, with destroyed middle and lower lobes, and one 
and one-half years after ulcerocaseous involyment of trachea and left 
bronchus. C, tracheal obstruction relieved by long, cane-shaped trache- 
otomy tube. There was extreme difficulty in maintaining aeration of the 
left lung at this stage. D, two weeks after tracheotomy. The left main 
bronchial stenosis was corrected with a dermal graft. E, seven weeks later. 
The middle and lower lobes of the right lung have been removed, the 
tracheal stenosis corrected with a second dermal graft, and the long 
tracheotomy tube replaced with a short one. F, short tracheotomy tube 
removed after two weeks. 


breathing and general condition were better than before 
tracheotomy. Bronchoscopy showed no evidence of sig- 
nificant infection. For these reasons, and because it was 
considered important not to delay until the antibiotic 


3. (a) Footnote 2c. (b) Gebauer, P. W.: Experiences with Surgical 
Reconstruction of the Trachea, Am. Rev. Tuberc. 62: 176 (Aug.) 1950. 
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control of infection became difficult, it was decided to 
attempt reconstruction of the left bronchus and provide 
an adequate airway to the good lung; then, the patient's 
condition permitting, reconstruction of the trachea and 
removal of the blocked middle and lower lobes would be 
undertaken. 

Two weeks after tracheotomy, posterior left thorac- 
otomy was carried out. The tracheotomy tube was re- 
placed with an intratracheal no. 26 French catheter. At 
the proper point it was fixed by a suture to the cervical 
skin. Anesthesia was supplied by cyclopropane, thio- 
pental sodium, and ether with oxygen. The left lung 
did not deflate readily. The left bronchus consisted of a 
pencil-sized, long, fibrous cord. The membranous por- 
tion was contracted. It was incised longitudinally from 
the upper lobe orifice into the trachea well above the 
carina. This incision was a little over 3 in. (7.6 cm.) 
long. The bronchial lumen was 3 mm. at the carina, and 
less than this in the midbronchus. The inner surface was 
rather smooth, clear, glistening, and pale pink. The 
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Fig. 3.—Roentgenograms of the chest. A, three weeks following left 
thoracotomy and dermal graft of left bronchus. The tracheotomy tube is 
outlined. B, six months after right thoracotomy, middle and lower lob- 
ectomy, and dermal graft of trachea. 


bronchial wall consisted of fibrous tissue from 2 to 4 
mm. thick. Soon after the left chest was opened, the 
blood pressure was about 40 to 70 mm. Hg. The pulse 
ranged from 110 to 120. The patient’s color and general 
condition were considerably improved whenever the left 
lung was inflated with oxygen applied to the open bron- 
chus through the wound by means of sterile tubing lead- 
ing from an oxygen tank.*” 

As can be seen from the roentgenograms (fig. 1 and 
3), the mediastinum was drawn well to the right by the 
complete atelectasis and shrinkage of the lower and mid- 
dle lobes of the right lung. Exposure of the lower trachea 
and bifurcation from the left was difficult despite com- 
plete mobilization and retraction of the aortic arch, for 
most of the trachea was to the right of the vertebras. 

According to a technique previously described,* a 
dermal graft, obtained from the thoracotomy incision, 
was made to fit the spread open bronchus and was 
laced with a 30 gage supporting wire. The graft, which 
was 3 in. (7.6 cm.) long and %4 in. (1.9 cm.) wide, was 
sutured into the tracheobronchial incision. Exposure for 
the insertion of the tracheal sutures necessitated consid- 
erable traction on a large gauze tape encircling the left 
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pulmonary hilus, which evidently occluded the left pul- 
monary veins, permitting both lobes to become suffused 
with blood and severely edematous. This was first dis- 
covered after the graft had been sutured into the trachea 
and proximal bronchus and the traction had been re- 
leased, when bloody edema fluid welled from the bron- 
chus. The patient’s condition was poor. Much time was 
spent inflating the left lung with oxygen supplied through 
the open bronchus, followed by aspiration of a large 
amount of pink, frothy fluid. This was done many times. 
Gradually both lobes lost their ecchymotic appearance, 
and the patient’s condition improved. The graft sutures 
were completed; the left lung inflated and deflated 
readily. The chest was closed with suction drainage, im- 
mediately applied. The long tracheotomy tube was re- 
placed. The contemplated right thoracotomy could not 
be done because of the severe operative edema of the 
left lung. About an hour after operation the upper lobe 
of the right lung was dry and well aerated; the left lung 
was aerating, but extremely wet. The radial pulse was 
barely perceptible. The systolic blood pressure was about 
60 mm. Hg, and cyanosis was marked. Oxygen under 
pressure was applied to the tracheotomy tube, which 
was repeatedly aspirated. Aminophylline was admin- 
istered intravenously, and 300 cc. of blood was rapidly 
introduced into the right femoral artery. The systolic 
pressure immediately rose to 90 mm. Hg. The left pul- 
monary edema and cyanosis cleared. After 48 hours 
the left lung was dry and the breath sounds normal. 

During the following week difficulty was encountered 
with crusting of dried secretions in the tracheal tube, 
distal trachea, and-grafted left bronchus, which were re- 
moved by tracheal aspirations and bronchoscopy on the 
third postoperative day. The oxygen tent was kept drip- 
ping with moisture, there was no cyanosis, and after the 
eighth day the oxygen tent was no longer used. Three 
weeks after operation both lung fields were clear on 
roentgenograms (fig. 34). 

The tracheal tube was temporarily removed and bron- 
choscopy repeated 14, 26, and 42 days after operation. 
The grafted bronchus by this time was completely healed 
and lined with glistening mucosa, and the lumen admitted 
a 6 mm. scope beyond the upper lobe orifice of the left 
lung. While the tracheal bifurcation was clean, there was 
a gradual accumulation of granulation tissue just distal 
to the end of the tracheotomy tube, reducing the visible 
tracheal lumen to 4 mm. 


Because of the long period of treatment contem- 
plated, various combinations of antimicrobial drugs were 
changed every week or 10 days in an effort to prevent de- 
velopment of bacterial resistance. Smears of the tracheal 
secretions seldom revealed any organisms, but cultures 
occasionally showed various streptococci, and Sicharo- 
myces became evident after courses of aureomycin. 


Two months after tracheotomy the amount of infection 
present seemed to have little clinical significance. The 
graft appeared well healed; the patient’s general con- 
dition was good; there was no evidence of infiltration in 
the left lung; and the upper lobe of the right lung re- 
mained stable. Because of beginning tracheal obstruction 
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just beyond reach of the tracheotomy tube by granulation 
tissue and proliferative epithelium, tracheal repair and 
removal of the destroyed lower and middle lobes of the 
right lung seemed indicated. 

Posterior right thoracotomy was done on Jan. 15, 
1951, nine weeks after tracheotomy and seven weeks 
after reconstruction of the left bronchus. The patient's 
condition was good throughout the operation. The 
trachea was a thick fibrous tube, so tightly stretched over 
the indwelling catheter that the latter was twice incised 
as the trachea was opened longitudinally along the pos- 
terolateral aspect from the origin of the right bronchus 
into the neck. The tracheal wall was somewhat irregular 
and about 3 to 4 mm. thick; no intact cartilages were 
encountered from the bifurcation to above the level of 
the first costal cartilage. The upper angle of the incision 
traversed two apparently normal cartilages. In a short 
time the incised edges of the scarred trachea retracted 
until half the circumference of the tracheal catheter was 
exposed, indicating that the actual inner circumference 
of the retracted trachea was about 15 mm. It was pos- 
sible to inspect the inner surface of the previously in- 
serted dermal graft in the lower trachea and proximal 
left bronchus, it was grossly indistinguishable from the 
adjacent tracheobronchial wail. 

The suture fixing the tracheal catheter to the skin of 
the neck was cut by the anesthetist; the catheter was 
drawn down and inserted into the left bronchus. A large 
dermal graft was then fashioned and sutured into the 
trachea, except distally where the trachea was left open 
while the shrunken, atelectatic middle and lower lobes 
(fig. 4) were removed. Occlusive healed stenoses of the 
right intermediate and middle lobe bronchi were en- 
countered. The tracheal catheter was pulled upward by 
the anesthetist from the left bronchus into the upper 
trachea. The tracheal graft was then moulded into a 
rounded contour over a large cervical dilator with a 
diameter of 12 mm., which was temporarily inserted into 
the tracheal lumen beneath the graft. The left bronchus 
was large enough to admit a dilator 10 mm. in diameter. 
The tracheal graft sutures were completed, and the chest 
closed with suction drainage. A short tracheotomy tube, 
which extended a little beyond the upper end of the graft, 
was inserted in the cervical tracheotomy. 

The postoperative course was satisfactory. The distal 
end of the tracheotomy tube fitted into the tracheal 
lumen in the region of the upper end of the graft 
so snugly that it was still impossible for the patient 
to force air through the larynx with the tube in place. 
Beginning on the 10th day the tube was removed 
for gradually increasing periods and the tracheostomy in 
the neck plugged with the rubber bulb of an eye dropper. 
The patient was highly pleased to be able to speak after 
two months, but was much happier with her ability to 
breathe. The tube was removed permanently two weeks 
after operation but a residual cervical sinus was used 
occasionally for catheter aspiration of the trachea, for 
there was some difficulty in coughing up tenacious secre- 
tions. The sinus closed in a week, the coughing power 
increased and the secretions diminished. The patient had 
been ambulant after the first postoperative day and her 
general well-being improved rapidly. 
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While an active tuberculous focus was found in the 
removed middle lobe, all sputum cultures since opera- 
tion have been negative for tubercle bacilli. The tracheal 
lumen now is of practically normal dimensions in the 
lower third. In the region of the upper end of the graft 
and the former site of the short tracheotomy tube it is 
irregular and about 7 mm. in diameter, although a scope 
with an external diameter of 12 mm. can be passed. There 
is not much sputum, but tenacious morning mucus is 
raised with some difficulty. Both lung fields were clear 
(fig. 3B) six months after tracheal repair. A mild, re- 
current swelling of the left cervical lymph nodes is grad- 
ually subsiding, but delayed the patient’s discharge from 
the hospital, nine months after tracheotomy. 


Fig. 4.—Sections of the removed middle and lower lobes show complete 
destruction by long-standing bronchial obstruction. An active caseous 
focus in the middle lobe was probably the source of positive sputum. 


SUMMARY 

A case of asphyxial tuberculous fibrostenosis of the 
trachea, left main bronchus, and right intermediate bron- 
chus treated by tracheotomy, dermal graft of the stenosed 
left bronchus, and dermal graft of the trachea with ex- 
cision of the middle and lower lobes of the right lung is 
reported. The feasibility of reconstructive surgical pro- 
cedures on the tracheobronchial tree is demonstrated, 
and the value of wire-supported dermal grafts in this 
surgical field is established. This case report illustrates 


‘the need for a means of transthoracic oxygenation in 


extensive tracheobronchial procedures. 


ADDENDUM 
The patient described here is now at home, doing her 
work as a housewife. She was discharged from the hos- 
pital one year after her last operation. 
649 Pokole St. 
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STREPTOCOCCUS VIRIDANS SUBACUTE BACTERIAL ENDOCARDITIS 


TWO WEEK TREATMENT SCHEDULE WITH PENICILLIN 


Morton Hamburger, M.D. 


and 


Leon Stein, M.D., Cincinnati 


Eight years ago, when subacute bacterial endocarditis 
was first treated with penicillin, clinicians quickly learned 
that with the small amounts of penicillin employed re- 
lapse could be averted only by continuing therapy for 
many weeks. As penicillin has become more plentiful the 
average daily dose has been increased and the term of 
therapy generally fixed at four to eight weeks. Bloom- 
field* in a recent report suggests a 30 day treatment 
schedule, and Keefer and his associates ? advise 8 weeks. 
In England, Christie * recommends 500,000 units a day 
for 28 days, with the expectation that infection will be 
eradicated in 90% of the patients. The chance observa- 
tion, in 1946, that a patient who had failed to respond 
to conventional doses of penicillin administered for many 
weeks was cured in 11 days with a daily dose of 15 mil- 
lion units, led us to a systematic study of the possibility 
of reducing the treatment period in other patients. Since 
then, we have treated 12 patients infected with penicillin 
sensitive Streptococcus viridans with this dosage for two 
weeks or less, with very encouraging results. It is the 
purpose of this paper to report and discuss this ex- 
perience. 

MATERIAL AND METHODS 

Eight patients were males, and four were females. 
Three were in the second decade of life, three in the third, 
one in the fourth, three in the fifth, and two in the sixth. 
There was considerable diversity of valvular involve- 
ment for such a small series: in two patients only the 
aortic valve was involved, in one, only the mitral valve, 
and in four others, the aortic and the mitral valves. In 
the remaining five patients, one or more congenital de- 
fects were present. 


Crystalline sodium penicillin G was used in every 
case. Each dose was administered in a total volume of 
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5 cc. of distilled water, including 2 cc. of 1 or 2% pro- 
caine hydrochloride to alleviate discomfort. The procaine 
was added only a few moments before an injection was 
given, and the amount of penicillin it precipitated was 
negligible. Two million units were injected into the 
muscle of the buttock or thigh every three hours; later 
in the study, the dose was changed to 2,500,000 units 
every four hours. The first patients in this series were 
given penicillin by continuous intravenous drip at the rate 
of 15 or 16 million units a day, but this method proved 
to be dangerous and was technically more difficult than 
intramuscular injection at intervals. 

Penicillin sensitivity of the infecting bacteria was de- 
termined by a twofold serial dilution test in heart infusion 
broth containing rabbit blood. This test has been pre- 
viously described.* Penicillin blood levels of these pa- 
tients were determined twice weekly by means of the two- 
fold serial dilution Bacillus subtilis method of Randall, 
Price, and Welch.° 

Cultures of valvular vegetations were obtained by the 
following method. The outside of the vegetation was 
seared with a hot spatula. A sterile Pasteur pipette was 
then plunged into the interior and material aspirated. 
This material was cultured in rabbit blood broth. If ad- 
dition, a fragment of vegetation was washed in 20 rinses 
of sterile distilled water, after which it was placed in a 
mortar containing 2 cc. of broth and was ground with a 
pestle. A gram stain was made of the suspension, and 
cultures were prepared in both and in pour plates. 


RESULTS 

Some of the pertinent clinical data, including follow-up 
reports, are presented in table 1. Ten of the twelve pa- 
tients treated for periods of 11 to 14 days are still living, 
giving a survival rate of 83.3% for this series. The two 
deaths (R. Wh. and H. L.) were due to cardiac failure 
and pulmonary infarction, respectively, one occurring 
two months and the other six months after cessation of 
treatment. In both these patients blood cultures had been 
persistently sterile, and cultures of the vegetations gave 
no growth. Necropsy revealed that grossly the vegeta- 
tions had healed and that microscopically healing was 
complete in the patient who died six months after treat- 
ment and nearly complete in the patient who died two 
months after treatment. In both cases, gram stains of sec- 
tions of the vegetation failed to reveal bacteria. Two pa- 
tients (G. H. and M. C.) who are living and well had 
bacteriological relapses within a month after the first 
course of treatment but were successfully treated in a 
second two week course. These two patients have been 
free of infection for 38 and 8.5 months, respectively. The 
bacteriological relapse rate, therefore, was 16.7%. 
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The follow-up periods on the “cured” patients vary 
from eight and one-half months to nearly four years. 
Only 2 of these 10 patients are not leading essentially 
normal lives. One of the two (G. H.) has advanced cere- 
bral deterioration with hemiplegia. The other (H. O.) is 
disabled by the cardiac and cerebral symptoms that ac- 
company severe aortic stenosis and, consequently, has 
been unable to work for more than a few weeks at a 
time. The remaining eight patients, although advised to 
avoid strenuous physical activity, have resumed the 
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cillin blood levels were assayed in most of the patients 
at three to five day intervals. In some instances paired 
blood samples were drawn, the first just prior to an in- 
jection of penicillin and the second 45 to 60 minutes after 
the injection. The peak ievels varied from 3.12 units to 
25 units of penicillin per cubic centimeter of blood. The 
median level of 61 determinations was 12.5 units (7.5 
pg) per cubic centimeter of blood. In general, the levels 
45 to 60 minutes after a dose were two to four times 
higher than those just prior to a dose. 


TABLE 1.—Summary of Data on Twelve Patients with Subacute Bacterial Endocarditis Treated with Two Week Course of Penicillin 


Duration 
f 


oO Duration of 
Treat- Symptoms 
ment, Prior to 
Patient Age Sex Race Days Route Therapy 
M. R. F Ww 11 IV 9 mo. 
G. H. 39 M Ww 28 * IV 4 mo. 
L. F 56 F N 14 lV 6 wk. 
W. P. 21 M N 14 IM 4 wk. 
H.N 67 M W 14 IM 3 mo. 
F. B, 21 M N 14 IM 4 mo. 
H.O 42 M WwW 14 IM 7 mo. 
M.J.W 13 F N uM IM 3 mo. 
R. W 43 M N 14 IM 4 mo. 
M.C 13 F N 28 * IM 3 mo. 
R. Wh. 16 M Ww 14 IM 4 wk. 
H. L 47 M W 14 IM 2 mo. 


Follow-Up 
Months 
After 
Treat- 
Valvular Diagnosis ment Status of Patient 
Mitral stenosis and in- 47 Works § hr. a day as teletype opera- 
sufficieney;: aortie tor; no symptoms or signs of ear- 
tMnsufticiency diae failure 
Mitral stenosis and in- 38 Hemiplegia, permanent invalid: ne 
sufticiency: aortic symptoms or signs of 
insufficiency failure 
Mitral stenosis and in- Bt Works as housewife and seamstress; 
sufficiency no symptoms or signs of ewreie 
failure 
Aortie stenosis and in- 22 Works as truek driver: no symptoms 
or signs of eardiae faibore 
insufficien 
Mitral stenosis and in- 20 Works im elerieal job § br. a day; 
sufficiency; aortic no symptoms or signs of earudiae 
insufficiency failure 
Patent ductus arteriosus 2 Works as bus boy im hospital kit- 
ehen; no symptoms or sign of 
eardiae :ailure 
Advanced aortic stenosis; 20 Obtains oceasional sedentary em- 
aortic insufficiency ployment; paroxysmal noeturmal 
dyspnea 
Patent septum ventrie- 13 Attends junior high school; no symp- 
ulorum toms or signs of eardise failure 
Aortie insufficiency ll Washes ears in filling station; takes 
digitalis daily and merwlluride in- 
jeetion (mercubydrin sodium solu- 
a weekly, and goes inte failure 
these are omitted 
Auricular septal defeet, 8.5 Attends school; no symptoms or 
proved by cardiae signs of eardiae failure 
catheterization 
Patent ductus arteriosus; 2 Died of severe ecomgestive heart fail 
interventricular septal ure. Endocarditis grossly and mi- 
defect; coarctation eroseopically aling at time of 
of aort death; gram stain negative; eul- 
ture sterile 
Bicuspid aortie valve 6 Died of multiple pulmonary infarets. 


Endocarditis 


grossly and micro- 
seopically healed; gram stain nege- 
tive; cultures sterile 


* Two 14 day courses given. 


schooling or occupation they pursued prior to the onset 
of bacterial endocarditis. One of the eight (R. W.) is in 
a state bordering upon chronic failure and requires 
digitalis and weekly administration of mercurial diuretics 
to remain symptom-free; nevertheless, he insists upon 
earning his living in a relatively strenuous occupation. 
The other seven require no therapy for cardiac disease. 

Penicillin sensitivity of infecting streptococci is indi- 
cated in table 2. The minimal inhibiting concentration of 
penicillin for 9 of the 12 strains was 0.06 units (0.036 
pg) or less per cubic centimeter of medium; two strains 
required 0.1 unit (0.06 »g) and 1 strain required 0.2 
unit (0.12 »g) per cubic centimeter of medium. Peni- 


Symptoms were present from four weeks to nine 
months prior to the two week course of penicillin ther- 
apy. Paradoxically, the patient who was treated earliest 
(R. Wh.) died of cardiac failure, even though he was 
cured bacteriologically. In the two cases in which bac- 
teriological relapse occurred after the first course of treat- 
ment, symptoms had been present for three and four 
months respectively. Two patients (M. R. and H. QO.) 
had received varying amounts of penicillin prior to their 
final, successful treatment. In this small series, therefore. 
no correlation was observed between duration of symp- 
toms and clinical or bacteriological recovery from sub- 
acute bacterial endocarditis. 


149 

| 


ENDOC ARDITIS—HAMBURGER AND STEIN 


The following two cases are representative of this 
REPORT OF CASES 


Cast 1—Patiemt M. 27-year-old, single, white woman, 
was admitted to the Holmes Hospital on June 29, 1947. At 
the age of 9 she had had acwte rheumatic fever. At 15 she 
was told that she had a heart murmur, although she had 
mewer suffered <wmptoms of cardiac disability. Otherwise she 
had been im good health until November, 1946, when she be- 
gam to motice that she tired easily. Later that month her gums 
bled. She comsulted a demtist, who treated the gums but removed 
mo teeth. She comtinued to work until] January, 1948, when she 
was admitted to the Maddletown Hospital, where the diagnosis 
of subacute bacterial endocarditis was made. She received 40,000 
units of pemicillim every three hours for 10 days and returned 
home after 2 weeks, but within a month she began to have low 
grade fewer, chilly semsations, and might sweats. She returned to 
the same hospital im March and remained until] May 11, receiving 
100,000 wmits of penicillim every three hours for 68 days. With 
this regumem she mmproved. She returned to work half-time but 
still did mot feel entirely well. On June 24, she had an attack of 
severe pain im the night hip. which was aggravated by motion. 
it was whes symptom and the failure of previous penicillin therapy 
to return her to good bealth that led to her referral to Holmes 
Hosputal. 

Her physical exammation on admission to the hospital dis- 
closed a temperature of 100.6 F, a pulse rate of 110, a respira- 
torw rate of 20. and blood pressure of 120/68 mm. Hg. She was 
werw thim. She had no respuratory distress but complained of pain 


Taste 2—Jm Vitro Sensitivity 10 Penicillin of Str. Viridans 
from Twelve Patients 
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im the right hyp. There were no eruptions or petechiae, the optic 
fumdi were mnommal, the lungs were clear, and the heart was not 
enlarged to percussion. There was a systolic thrill over the apex 
of the heart im the fifth left imterspace. The heart sounds were 
clear. There was a lowd,-harsh systolic murmur at the apex 
tramsmutted ower the entire preocordium to the axilla. No diastolic 
murmurs were heard. P, was greater than A.. The abdomen was 
normal, amd the spleem was not palpable. The fingernails were 
distinctly curwed. There was tenderness over the right hip, with 
marked lomitation of movement! at this jot. The white blood 
cell count was 10,100, with 75% polymorphonuclear leukocytes, 
24% lymphocytes, and 1% monocytes. The red blood cell count 
was 2,710,000. The hemoglobin was 9.9 gm. per 100 cc. A 
catheterized wrime specumen had a specific gravity of 1.009, a 
faimt trace of albumin. anc 4 to 5 white cells, along with many 
red blood cells per high power field. Three successive blood cul- 
tures were positive for alpha Streptococcus, with 45 colonies per 
cubsc centimeter. The imbibing concentration of penicillin for 
this orgamism prowed to be 0.03 unis (0.018 «g) per cubic cen- 
tumeter of medium. 

A diagnoss of swhacute bacterial endocarditis m relapse was 
giade. The subsequent hospital course ts shown im figure 1. On 
the thud hospita! day mtravenous admmistration of crystalline 
sodium pemocillim G, at the rate of 16 milhon units per day, was 
begum. By the sewemth day the patent's temperature was normal, 
amd she felt amd hooked better; however, by the 12th day her 
temperature had risen to 104 F, although blood cultures taken 
with adequate amounts of pemcullinase im the medium remained 
Stenle. Am witecarial rash appeared, and a severe shaking chill 
followed. Chills comtinued daily. The rash became morbilliform 
and then purpuwrnic, covering wide areas of the body. The patient's 
temperature remaimmed clewated. On the 14th day she became 
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apathetic and mentally confused and lost control of her sphinc- 
ters. These signs and symptoms were interpreted as manifesta- 
tions of a penicillin reaction, and, consequently, administration 
of penicillin was discontinued on the 14th day. Within 12 hours 
the temperature dropped to normal and remained so thereafter. 
The patient improved rapidly. 


HOSPITAL DAY 7 7 19 3 BB 
PENICILLIN 
REACTION 
Chilis Fever, Rash 
BLOOD CULTURE | +++ @ = 
(Str. viridons sensitive to 0.03 U./ec PENICILLIN) 
x1000,wBC 9.6 96 
RBC \27 wy 23 2.5 
Hgb 39 8.1 68 79 


Fig. 1—Course of patient M. R. (table 1), who was given an 11 day 
intensive penicillin treatment schedule. 


Thirteen days after the discontinuance of penicillin therapy, 
a short aortic diastolic murmur was heard for the first time. The 
next day, while sitting up in bed, the patient was suddenly seized 
with headache on the left side, difficulty in speech, and tingling 
and numbness in the right hand. Neurological examination re- 
vealed weakness of the right lower facial muscles, speech diffi- 
culty, weakness of grip in the right hand, and clonus of the right 
foot. Reflexes in the arms and legs on the right side were all 
hyperactive, and the Babinski reflex on the right side was posi- 
tive. On the left side all reflexes were normal. Daily blood cul- 
tures taken during this time were sterile. A diagnosis of cerebral 
embolism was made. The neurological signs and symptoms grad- 
ually improved and within 10 days had disappeared entirely. 
The episode was regarded as an example of sterile embolism 
from a valvular vegetation occurring before complete healing 
had taken place. 

The anemia, which had not improved during treatment, gradu- 
ally corrected itself over the next month without special therapy. 
The patient has been followed for four years, during which time 
she has been entirely well. She works eight hours a day as a 
teletype operator, has been married for more than a year, and 
has suffered no symptoms of cardiac disability. 


= 103 4 
= 102 
100 
CRYSTALLINE 
us 6,000,000 U Deity | 
PENICILLIN G 
PENICILLIN BLOOD 
6363 25 «12563 
WBC «1000 6 36 a3 96 62 
SED RATE 26 > 10 4 
| (Str wiridons sensitive 10 <O.0I2 U PENICILLIN) 


Fig. 2.—Course of patient H. N. (table 1), who was given a 14 day 
intensive penicillin treatrnent schedule. 


Cast 2.—H. N., a 57-year-old white man, was admitted to 
the Cincinnati General Hospital on Aug. 31, 1949, complaining 
of fever of two and one-half months’ duration. During the previ- 
ous year he had noted progressive fatigability, without weight 
loss. He had suffered no symptoms severe enough to cause him 
to seek medica! assistance until June 17, when headache and a 
temperature of 102 F caused him to go to his physician. He was 
given an injection of penicillin for “virus infection.” He received 
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two more injections of penicillin and, a little later, 32 capsules 
of aureomycin. He was finally admitted to a hospital because of 
continuing weakness, fever, and chilly sensations. There he was 
given streptomycin, | gm. twice a day, for 29 days. During this 
period tenderness appeared in the tips of some of his fingers, 
and a heart murmur was noticed. A consultant made the diag- 
nosis of subacute bacterial endocarditis. He was transferred to 
the Cincinnati General Hospital for treatment. 

He had had rheumatic fever at the age of 8. At initial physical 
examination, his temperature was 99 F, pulse rate 76, respiratory 
rate 24, and blood pressure 110/60 mm. Hg. He appeared to be 
chronically ill and was slightly pale but was in no distress. 
Several small petechial lesions were noted on the trunk and legs. 
His teeth were in poor condition. His heart showed the physical 
signs of mitral stenosis and insufficiency and early aortic insuffi- 
ciency. The spleen was palpable at one fingerbreadth below the 
costal margin. There was early clubbing of the fingers. Labora- 
tory tests showed the red blood cell count to be 4,500,000, the 
hemoglobin 13 gm. per 100 cc., the white blood cell count 8,600, 
with 74% neutrophils, 20% lymphocytes, and 6% monocytes. 
The urine was clear and contained no albumin; microscopic ex- 
amination revealed | to 3 white blood cells and 3 to 6 red blood 
cells per high power field. A blood culture made on the day of 
admission was negative. However, four of seven daily cultures 
were positive for Str. viridans. The minimal inhibiting concen- 
tration of penicillin for this microorganism was less than 0.012 
units (0.007 “g) per cubic centimeter of medium; that of aureo- 
mycin was 0.025 “g per cubic centimeter; and that of strepto- 
mycin was greater than 1,250 ug per cubic centimeter. Whether 
the microorganism was originally resistant to streptomycin or 
whether resistance developed during the earlier streptomycin 
treatment is not known. The penicillin blood level, measured 
approximately twice weekly, varied between 6.3 and 25 units per 
cubic centimeter of blood. 

The hospital course for this patient is shown in figure 2. Dur- 
ing the first week in the hospital, his temperature fluctuated be- 
tween 99.4 F and 102 F. On Sept. 8, the administration of crys- 
talline sodium penicillin G was begun, at the rate of 16 million 
units every three hours injected intramuscularly; this was con- 
tinued for two weeks. The temperature receded gradually to nor- 
mal, and after the fifth day of treatment it did not exceed 99.6 F. 
Blood cultures became negative and have remained so for 22 
months. The patient gradually regained his strength and returned 
to work after about four months’ uneventful convalescence. He 
has remained in good health ever since, with no evidence of 
cardiac failure. 

COMMENT 

The results obtained in this series of patients show 
that the valvular vegetations of subacute bacterial endo- 
carditis can be sterilized by a two week course of in- 
tensive penicillin therapy. Though the relapse rate of 
16.7% is no lower than that achieved by longer dosage 
schedules, the practical and economic value of a two to 
six week reduction in hospitalization is obvious. Peni- 
cillin is now relatively inexpensive. The death rate of 
16.7% is perhaps lower than that usually reported. 
Since our experience in these 12 cases is statistically too 
limited to permit our drawing conclusions as to the prac- 
ticality of wide application of this method, our purpose 
in reporting these cases is to stimulate further investiga- 
tion of shorier dosage schedules. It is possible that the 
combination of penicillin with streptomycin, as sug- 
gested by Hunter,” or with one of the newer antibiotics 
may still further reduce the relapse rate. 

It is emphasized that in all patients in this series the 
disease was caused by penicillin sensitive streptococci. 
Bacteriological cures were not obtained in two cases of 
endocarditis caused by Str. fecalis, for which the minimal 
inhibiting concentration of penicillin was 6.25 units (3.75 
pg) per cubic centimeter of medium. 
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The intramuscular route of administration proved 
most practical and safest. Small sterile nodules appeared 
in the muscles of several patients during treatment, but 
these disappeared within a few weeks and caused mini- 
mum discomfort. Two patients died during intravenous 
administration, one during the first six hours and the 
other on the third day of treatment. They are not in- 
cluded in this series, because they did not complete the 
projected course of treatment. 


SUMMARY 

The results of a two week penicillin treatment sched- 
ule for subacute bacterial endocarditis caused by peni- 
cillin sensitive streptococci are reported. Treatment con- 
sisted of daily administration of 15 or 16 million units 
of penicillin given intravenously to the first few patients 
and intramuscularly to the others. Of 12 patients treated, 
10 are still living, 8.5 to 47 months after cessation of 
treatment. Two patients died of cardiac failure and pul- 
monary infarction, respectively; however, postmortem 
cultures and microscopic examination of the valvular 
vegetations of these patients indicated that bacteriologi- 
cal cure had been effected. Two patients had relapses 
within a month after treatment and were successfully 
treated with a second two week course. 

Of the 10 living patients, 8 are in school or are pursu- 
ing the occupations at which they were employed prior 
to their infection. Only one of the eight requires digitalis 
and mercurial diuretics. Of the two patients not leading 
essentially normal lives, one is invalided by hemiplegia, 
and the other suffers from the cerebral and cardiac symp- 
toms of advanced aortic stenosis. 

It is hoped that this report of the results obtained in 
a small series of patients will stimulate further investiga- 
tion of shorter treatment schedules for this disease. 


ADDENDUM 
In a further follow-up of the 10 living patients, 8 
months after the manuscript was prepared, it was found 
that all are alive and, with one exception, in the same 
condition as reported in table 1; patient R. W., though 
ambulatory, is in chronic congestive heart failure. 


6. Hunter, T. H.: Speculations on the Mechanism of the Cure of 
Bacterial Endocarditis, J. A. M. A. 144: 524 (Oct. 14) 1950. 


Production of Antibiotics.—The ability to produce antibiotics is 
widely distributed among microorganisms. However, it is not 
a generic or even a specific characteristic, but is limited to cer- 
tain strains within a given species. The variation in the produc- 
tion of antibiotics is both quantitative and qualitative. Strains 
of Penicillium notatum and of P. chrysogenum vary in their 
capacity to form penicillin between less than | unit and more 
than 1,000 units per | ml. of culture medium. The composition 
of medium and the conditions of cultivation greatly influence 
the amount and even the nature of the penicillin produced. 
Various strains of S. griseus differ greatly in their ability to 
form streptomycin: some give rise also to other antibiotics, such 
as actidione and streptomycin; some form no streptomycin, but 
only other antibiotics; whereas some form no antibiotics at all. 
The problem is thus not only to find a given organism which 
forms a certain antibiotic, but also to find one that produces 
the particular antibiotic in sufficient concentrations to justify its 
practical manufacture —Selman A. Waksman, Ph.D., Frontiers 
in Medicine, The March of Medicine, 1950, New York, Colum- 
bia University Press, 1951, page 110. 
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ACUTE ANICTERIC VIRUS HEPATITIS 


REPORT OF THIRTY CASES 


Herman C. B. Denber, M.D. 


and 


Sidney Leibowitz, M.D., New York 


Studies of acute virus hepatitis, including epidemics of 
the recent war, contain relatively scant reference to the 
less severe, coexisting form in which jaundice is lacking.' 
Although it was realized many years ago that jaundice 
was not necessary for the diagnosis of hepatitis,* early 
descriptions of epidemics of infectious hepatitis (“‘catar- 
rhal jaundice”) did not mention the anicteric form.* 
Within recent years there has been increasing awareness 
of the existence of the anicteric variety * and of its mor- 
bidity and occasional tendency to chronicity.® Some 
writers ® describe fatalities with subacute necrosis of 
the liver, without jaundice, which they attribute to a 
preceding acute anicteric virus hepatitis; but this causal 
relationship has not been demonstrated beyond question. 

The few reports devoted to the spbject of acute anic- 
teric virus hepatitis have apparently not succeeded in 
achieving wide recognition of its clinical importance. 
This study, based on 30 sporadic cases, is being presented 
to underscore the importance of the nonjaundiced form 
of acute virus hepatitis and to emphasize the clinical 
and laboratory features that suggest its diagnosis. 


MATERIALS AND METHODS 


The series consists of 30 sporadic cases of acute anicteric 
virus hepatitis first observed in the one and one-half year period 
from June, 1948, to December, 1949. Six of the patients were 
professional and nonprofessional employees of the hospital, 
seen first in the personnel health clin:c; three of the patients 
were observed on the wards of the medical service; one patient 
was seen On the pediatric ward, and 20 were private patients. 
Twenty-seven patients were confined to bed during their illness, 
14 in the hospital, and 13 at home; the remaining three patients 
were ambulatory throughout the illness and continued at their 
work. All patients were given a diet high in calories, protein, 
and carbohydrate and relatively low in fat, plus supplementary 
B-complex vitamins orally. Two patients received chlorampheni- 
col orally; one patient received aureomycin orally; one patient 
received penicillin parenterally; and one patient received sulfon- 
amides orally. 

All patients with visible jaundice were excluded from this 
study. In addition, in an effort to eliminate the subicteric patient 
(as distinguished from the nonicteric patient !¥), those with a 
total serum bilirubin value exceeding 2.0 mg. per 100 cc. were 
also excluded despite the absence of clinical jaundice. It is ob- 
vious that this arbitrary selection of 2.0 mg. per 100 cc. as a 
dividing line is subject to the criticism that subicteric cases are 
thereby still admissible. However, as will be seen later, only 
seven cases of the entire group fall into this possible subicteric 
classification and in all other respects are comparable to the 
nonicteric group. Particular attention was also directed to elimi- 
nate cases of acute hepatitis due to other virus diseases, such 
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as virus pneumonia and infectious mononucleosis, and to amebic 
infection. 

Blood chemical determinations consisted of the thymol tur- 
bidity test in 30 cases (method of MacLagan? as modified by 
Shank and Hoagland *; maximum normal 4 units); cephalin- 
cholesterol flocculation in 29 cases (method of Hanger ®; maxi- 
mum normal 2+ in 48 hours); and total serum bilirubin in 28 
cases (method of Malloy and Evelyn ?°; maximum normal 1.2 
mg. per 100 cc.). The thymol turbidity and cephalin-cholesterol 
ficcculation tests were utilized in this study because of their rela- 
tively simple performance, the general consensus that aberra- 
tions in results of these two tests reflect disturbance in the liver 
parenchyma, and the early appearance of abnormalities in one 
or the other test in virus hepatitis. 


TABLE 1.—Age and Sex Distribution of Thirty Patients 


Sex 
Decade a F Total 

0 1 1 
1 7 8 
1 0 1 
10 20 30 


TaBLE 2.—Distribution of Occupations of Thirty Patients 


6 Photographer.............. 1 


At least one white blood cell count was determined at the 
time of initial examination in 25 cases. The peripheral blood 
smear was examined in 26 cases. The heterophil antibodies were 
repeatedly determined in 28 patients by the method of David- 
schn.'! Absorptions with guinea pig kidney and beef cell anti- 
gens were done in 11 of these patients. 

RESULTS 

The group of 30 included twice as many female as 
male subjects (table 1). Their ages varied from 22 to 69 
years. The age distribution by decades is listed in table 1. 
Most of the patients (83% ) ranged between the ages of 
20 and 39. They were widely distributed among the vari- 
Ous Occupational groups (table 2). Twelve of the entire 
group (40% ) were engaged in hospital work as physi- 
cian, nurse, technician, or secretary. 

The frequency of occurrence of leading symptoms is 
listed in table 3. Persistent fatigue represented the out- 
standing complaint, being present in 26 cases (86% ). 
Anorexia was the next most prominent complaint, being 
noted in 22 patients (73% ). A distaste for smoking was 
remarked on in 16 of 22 smokers in the entire group 
(72% ). The other frequently occurring symptoms were 
abdominal pains, headache, and nausea. Less commonly 
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encountered were soreness of the throat, chills, diarrhea, 
vomiting, and cough. 


The outstanding findings on physical examinations are 
listed in table 4. The liver was palpably enlarged in 56% 
of the cases. Liver area tenderness was more frequent 
(79% ). The liver was both palpable and tender in 51% 
of the patients and neither palpable nor tender in 16%. 

The spleen was palpable in 27% of the cases, approxi- 
mately half as frequently as was the liver. The spleen was 
considered tender infrequently (6% ). Lymph nodes, 
mainly of the posterior cervical chain, were enlarged in 
56% of the cases. In approximately half of these cases 
generalized lymphadenopathy was observed (inguinal, 
axillary, and epitrochlear). 

On the initial physical examination, temperatures vary- 
ing from 100 to 104 F were noted in 14 cases (46% ). 
The pharynx appeared inflamed in seven (23% ) cases, 
and an exanthem was noted in a similar number of cases. 
The rash was macular, maculopapular, or urticarial. 

In 25 cases the white blood cell count was determined, 
and in 26 cases the peripheral blood smear was exam- 
ined at the time of the initial physical examination. The 


TABLE 3.—Frequency of Occurrence of Outstanding 
Symptoms in Thirty Cases 


No. of 

Symptom Cases % 


* Twenty-two of the 30 patients were sinokers. 


initial counts ranged from 5,600 to 15,800. In seven 
cases the counts exceeded 10,000 cells per cubic milli- 
meter. In 5 of the 26 cases a lymphocyte count in ex- 
cess of 46% was found. These values were 70%, 64%, 
58% , 50%, and 48%, respectively. Abnormal lympho- 
cytes (“‘virocytes”) '* were noted in the peripheral blood 
at least on one occasion in each of 16 out of 26 cases 
(62% ). In none of the cases did these cells exceed 10% 
of the differential count, and in most of the cases they 
were fewer than 5%. These were identical with the ab- 
normal lymphocytes described in infectious mononucle- 
osis and a number of other diseases, mostly of viral 
origin. 

The blood chemical determinations are summarized 
in table 5, in terms of range of deviations from the nor- 
mal and percentages of the entire group showing abnor- 
mal readings. In 100% of the 30 patients the thymol 
turbidity tests yielded abnormal readings, varying from 
5 to 21 units. The cephalin-cholesterol flocculation tests 
were abnormal in 25 of the 29 patients tested (86%). 
The total serum bilirubin value was within normal limits 
in 75% of the 28 patients examined. In seven (25% ) 
patients the determination at some time during the ill- 
ness was above 1.2 mg. per 100 cc.; the range of these 
seven values was between 1.4 and 1.9 mg. per 100 cc. 
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The data with respect to forms of therapy are insuffi- 
cient to permit any valid conclusions. There were no 
fatalities. The 14 hospitalized patients averaged 19 days 
in the hospital, the range being 6 to 53 days. The figure 
of 53 days for one patient includes a second hospitaliza- 
tion period of 42 days, necessitated by a relapse two 


TABLE 4.—Incidence of Outstanding Signs Noted 
in Thirty Cases 


No. of 
Sign (Cases % 
iver 
15 51 * 
5 16 
Spleen 
Lymph nodes 
Fever (100-104 F),......... 14 46 


* Undetermined in one infant. 


weeks after her initial discharge from the hospital. In 
only One case was complete symptomatic recovery not 
achieved after four months; this case may therefore be 
classified, according to Capps,’’ as a chronic active case. 
The disease in this patient, a 31-year-old woman whose 
initial acute hepatitis was probably of the SH variety,'* 
was still active (both symptomatically and by laboratory 
tests) one year after the onset of illness. The 13 patients 
who were treated at home were confined for a consider- 
ably shorter average period than were the hospitalized 
patients, but exact figures on this are not available. All 


~ recovered completely within a period varying from 10 


days to four months with the exception of the one chronic 
active case mentioned above. The three patients who re- 
mained at work throughout their illnesses required two 
and a half, three, and three months, respectively, to re- 
cover completely as judged clinically and by laboratory 
examinations. 

In the 28 patients in whom heterophil antibody titers 
were determined, six (22%) revealed titers above the 
accepted normal of 1: 56 ** as follows: four with a titer 
of 1: 112 and two with a titer of 1: 224. As reported 
elsewhere in detail (patients 4, 5, 6, 8, 11, and 13 in the 


TaBLe 5.—Summary of Maximum Readings in Blood 
Chemical Determinations in Thirty Patients 


Maxi- No. of 


Deviation from Normal 
mum Patients -— A 


Normal Exam- No. of ii. 
Test Value ned Patients % Range 
Thymol turbidity ....... 4.0 30 30 100 5-21 
units units 
Cephalin-cholesterol floe- 
culation (at 48 hr.).... 2+ 29 25 SG 8+-4+ 
Bilirubin (mg./100 ce.)... 1.2 mg./ 28 7 25 1.4-1.9 mg./ 


Oo ce. 100 ee, 


article by Leibowitz '*) these antibodies appeared to be 
normal (Forssman) in type when absorbed with guinea 
pig kidney and beef cell antigen suspensions. 


COMMENT 

Although the onset of acute anicteric hepatitis may be 
protean, at times masquerading as pneumonia, menin- 
gitis, appendicitis, or other acute surgical or gynecologi- 
cal abdominal conditions," in our patients there was a 
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more or less consistent presentation of certain com- 
plaints. Continuous fatigue (“I walk around with a 
weight on my shoulders”), loss of appetite, abrupt 
distaste for smoking, headache, abdominal pains, and 
nausea were the most frequent symptoms noted. These 
complaints should make one attentive to the liver as the 
possible site of the disease. Abrupt distaste for smoking 
was a valuable diagnostic symptom in 72% of the 22 
smokers in our series, confirming the value of this re- 
cently reported observation.*® 

Except for this last observation other authors have 
described more or less similar symptoms. Finks and 
Blumberg '" found that anorexia was an early and con- 
stant symptom with or without nausea and vomiting. They 
stated that vague gastrointestinal complaints with fatigue 
and lassitude were frequent. Zimmerman, Lowry, Uye- 
yama, and Reiser '* noted malaise, anorexia, epigastric 
fulness, and pain in the right upper abdominal quadrant. 
Zimmerman and Thomas ** mentioned anorexia, epigas- 
tric fulness, and ache in their nine cases; headache and 
chilly sensations were noted in six. Capps, Sborov, and 
Scheifley '' were impressed with a history of fatigue, in- 
tolerance to fatty foods, anorexia, flatulence, and loose 
stools. Some of their patients had nausea and vomiting, 
aching in the right upper abdominal quadrant, somno- 
lence, and urticaria. Fritschy and Staubli,'” in a study 
of 38 cases of anicteric hepatitis, emphasized fever, 
headache, and upper abdominal pain as being most con- 
stant symptoms, while severe fatigue, anorexia, vomit- 
ing, and rash were not necessarily present. Stahl, Levy, 
and Meschenmoser,*" in a report of seven cases, noted 
vague gastrointestinal complaints, epigastric fulness, 
anorexia, nausea, headache, and pain over the area of 
the liver. 

The presence of a palpable and/or tender liver is con- 
sidered by some to be essential for the diagnosis of 
hepatitis.'" On the other hand, anicteric hepatitis has 
been reported without liver enlargement or tender- 
ness.‘°" Five of our patients did not have a tender or 
palpable liver in repeated examinations. Nonetheless, 
they satisfied the clinical and laboratory criteria for the 
diagnosis of anicteric hepatitis. One patient had the high- 
est thymol turbidity in the series (21 units as a peak 
value). A question naturally arises: Can disease of an 
organ, as indicated by clinical symptoms and seemingly 
proved by laboratory examinations, exist without physi- 
cal signs referable to that organ? These five cases indicate 
that such may be the case. The histological changes are 
apparently sufficient to produce alterations in function 
(as reflected in the laboratory tests) without gross organ 
changes such as liver enlargement or tenderness. It is 
not likely that such gross physical changes would be so 
transient as to recede between the time of examinations. 

As an aid to diagnosis, the thymol turbidity test in 
this series was a somewhat more sensitive initial indicator 
of hepatic dysfunction than the cephalin-cholesterol floc- 
culation test. The former was positive at the initial ex- 
amination in 93% of the cases, while the latter was 
positive in 73%. On repeated determinations the result 
of the thymol turbidity test was positive in all patients, 
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and the result of the cephalin-cholesterol flocculation 
test was positive in 86%. 

The most important factor in making the diagnosis of 
acute anicteric virus hepatitis probably is an awareness 
of its possible existence. As with the icteric form, no 
specific diagnostic test exists unless one attempts human 
transmission experiments. In general it may be said that, 
with the previously mentioned clinical signs and symp- 
toms, the presence of an abnormal and rising thymol tur- 
bidity, usually supported by an abnormal cephalin-cho- 
lesterol flocculation, makes the diagnosis of acute 
anicteric virus hepatitis probable. The findings of lym- 
phocytosis and of abnormal lymphocytes in the periph- 
eral blood are supportive evidence. 

Foremost in the differential diagnosis are cholecystitis, 
infectious mononucleosis, virus pneumonia, peptic ulcer, 
and psychoneurosis. All but the last may generally be 
eliminated by negative findings with appropriate roent- 
gen and laboratory examinations. In those few cases of 
virus hepatitis in which there is a rise in heterophil anti- 
bodies, the absorption tests will usually distinguish these 
from the antibodies of infectious mononucleosis. Psycho- 
neurosis frequently enters into the differential diagnosis 
because, in the absence of jaundice, the symptoms of 
acute virus hepatitis often appear sufficiently vague and 
nonspecific to mimic psychoneurotic complaints. How- 
ever, if the possibility of a virus infection of the liver is 
borne in mind, the differentiation should not prove diffi- 
cult. Doubtless acute anicteric virus hepatitis is often 
the unrecognized cause for vague gastrointestinal com- 
plaints and unexplained chronic fatigue.'* 


As the counterpart of this situation some observers 
feel that the symptoms that may persist in a small per- 
centage of patients in the months following the acute 
illness (post-hepatitic syndrome) are really due to a 
“hepatic neurosis.” '** This is a difficult problem to re- 
solve, because these symptoms may persist in the face of 
return of the blood chemical determinations to normal 
values. To clarify the thinking in this problem the terms 
“chronic active” and “chronic inactive hepatitis” have 
been proposed.'® The chronic active cases are defined as 
those with relatively severe symptoms but either with or 
without corresponding laboratory evidence of liver dys- 
function. The chronic inactive cases are defined as those 
with laboratory evidence of liver damage but without sig- 
nificant symptoms. Four months is the maximum period 
generally considered sufficient to allow for recovery from 
the acute illness. Thus the diagnosis of chronic active 
hepatitis is made primarily on positive clinical grounds, 
whereas the diagnosis of chronic inactive hepatitis de- 
pends mainly on positive laboratory findings. 

Hepatic dysfunction may exist in combination with 
any of the diseases mentioned above under the differ- 
ential diagnosis, secondarily in some and independently 
in others. For example, in two of our patients the pres- 
ence of a duodenal ulcer was revealed; in one case the 
ulcer antedated the acute hepatitis by many years and 
was no longer active; in the other case the presence of an 
ulcer had never been suspected prior to the develop- 
ment of excruciating epigastric pains during the period 
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of convalescence from the hepatitis. This combination 
of diseases is particularly important because of the danger 
of sudden hemorrhage from the ulcer in the presence of 
liver damage.°*” The hemorrhagic phenomena occurring 
in acute virus hepatitis, resulting from the disturbances 
in prothrombin formation in the liver, have been 
emphasized.*° 

The importance of diagnosing hepatitis without jaun- 
dice rests on its morbidity and possible chronicity. In 
patients with acute virus hepatitis who are immediately 
treated, it is thought that icterus is less likely to develop 
than in their untreated counterparts.*! 

It is these latter untreated patients with whom we are 
most concerned, for occasionally their hepatitis pro- 
gresses to the chronic stage.** In view of the marked sim- 
ilarity between the icteric and nonicteric forms of acute 
virus hepatitis and their coexistence in epidemics, it is not 
unreasonable to assume that the etiological agent is the 
same for both. Since the progression of acute icteric 
hepatitis to cirrhosis has been amply demonstrated,** 
a similar train of events is possible for the anicteric form. 
While this has been suspected,** with the possible excep- 
tion of a report by Damodaran “” it has never been 
proved. It is difficult, if not impossible, for one to gather 
in retrospect an accurate past history from cirrhotic pa- 
tients with a view toward determining the existence of 
nonicteric anlage of virus origin. Before the last decade, 
anicteric hepatitis in most cases was probably undiag- 
nosed or misdiagnosed as grippe or influenza.*" Further- 
more, in attempting to interpret past episodes as due to 
a specific virus infection, one must keep in mind the very 
cyclic nature of the course of cirrhosis of the liver. How- 
ever, the increasing awareness of this entity makes it 
possible to follow such patients from the inception of 
such illness. Only by such long observations will it be 
feasible to assess with accuracy the possible etiologic role 
of acute anicteric virus hepatitis in the production of 
chronic hepatitis and cirrhosis. 

Work with human volunteers ** has shown that the 
virus of infectious hepatitis may be transmitted through 
the injection of blood, its products, or fecal extracts. 
Subsequently either the icteric or anicteric variety of 
hepatitis develops. It has been demonstrated, as well, that 
the virus of infectious hepatitis may be present in the 
blood without clinical signs or symptoms.*° Conse- 
quently it is probable that a carrier state exists in this 
disease.** In this respect, Neefe *” states that “evidence 
of the probable importance of the asymptomatic carrier 
is slowly accumulating.” In our consideration of anicteric 
hepatitis it becomes clear that such patients, if their dis- 
ease 1s undiagnosed, may act as sources for the further 
spread of the disease. 

Leibowitz and associates,** Kuh and Ward,*’ and 
Trumbull and Greiner “’ have indicated the problems 
that virus hepatitis presents in hospitals and laboratories. 
Virus hepatitis is now considered an industrial com- 
pensable disease in the state of New York.** Twelve of 
the present series of cases of acute anicteric virus hepa- 
titis occurred among the nurses and other personnel of 
the hospital. Three patients—a nurse, a secretary, anda 
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technician—were seen in the personnel health clinic 
within the space of two days. In spite of a careful epi- 
demiological search, we were not able to localize the 
source of the virus or the presence of a carrier. All nurs- 
ing personnel have been instructed to use rigid precau- 
tions in handling patients with virus hepatitis. We cannot 
emphasize too strongly that, insofar as hospitals and simi- 
lar institutions are concerned, virus hepatitis, particularly 
the anicteric form, represents a serious epidemic threat.** 

An explanation for the absence of jaundice in anicteric 
hepatitis is still lacking. The problem has received scant 
attention. The factors concerned are probably the po- 
tency of the virus and the host resistance, coupled with 
the presence or absence of precipitating factors, such as 
exhaustion or alcoholic debauch.** One can equally pos- 
tulate the presence of a particular strain of attenuated 
virus which can cause the anicteric form only. However, 
in view of the usual coexistence of both forms in epidemic 
outbreaks, it is probable that anicteric hepatitis is the 
result of variation of the virus-host relationship. On 
pathologic grounds * icteric and anicteric hepatitis can 
be distinguished only by the presence of biliary thrombi 
in the former; this again suggests a single exciting agent. 


SUMMARY 

The clinical and laboratory findings in 30 sporadic 
cases of acute anicteric virus hepatitis are presented. An 
awareness of the possible existence of this disease is 
probably the most important factor in diagnosis. The 
most frequently encountered symptoms were fatigue, 
anorexia, distaste for smoking, abdominal pains, head- 
ache, and nausea. Tenderness over the liver area was 
elicited in 79% of the patients. The liver was palpably 
enlarged in 56%. The liver was neither palpable nor 
tender in 16%. Thymol turbidity was positive in all 
patients; cephalin-cholesterol flocculation was positive 
in 86% of the patients. 

All patients in this series recovered completely within 
a period of four months with the exception of one, who 
showed evidence of chronic active hepatitis one year 
after the onset of her illness. The occupational and epi- 
demiological hazards of this disease are emphasized. 


105 E. 177 St. (53) (Dr. Denber). 


Hypertension.—Hypertension, like fever and leukocytosis, is a 
sign of disease and not a disease in itself. It is one manifesta- 
tion of an underlying disease process, and a common one, since 
approximately 15,000,000 people in the United States are esti- 
mated to have hypertension. The incidence of hypertension in- 
creases steadily fram the third decade of life, being less than 
5% for individuals under 40 years of age and more than 20% 
for those beyond 40. Five per cent or slightly more of patients 
with hypertension have their increased blood pressure on the 
basis of a known, although incompletely understood, cause, The 
vast majority, Or approximately 95%, have their hypertension 
as the result of unknown cause or causes. These hypertensives 
are said to have essential hypertension, a term which is com- 
parable to “fever of unknown origin.” Until current and future 
research further clarifies the etiology and pathogenesis of essen- 
tial hypertension, a better term for the condition is hypertensive 
vascular disease, since this emphasizes the basic pathophysio- 
logic condition rather than one of its measurable signs.—G. E. 
Wakerlin, M.D., Pathogenesis and Treatment of Essential Hyper- 
tension, The Medical Clinics of North America, January, 1952. 
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CORNELL MEDICAL INDEX-HEALTH QUESTIONNAIRE 


Vv. OUTPATIENT 


ADMITTING DEPARTMENT OF A GENERAL HOSPITAL 


A.J. Erdmann Jr., M.D., K. Brodman, M.D., I. Lorge, Ph.D. 


and 


H.G. Wolff, M.D., New York 


It is desirable that physicians seeing outpatients in a 
general hospital have available a technique of rapidly 
eliciting a comprehensive medical history to aid in identi- 
fying patients who require not only investigation of their 
presenting symptom but general medical care as well. 
This communication describes the usefulness of the Cor- 
nell Medical Index-Health Questionnaire in identifying 
patients requiring general medical investigation. 


DESCRIPTION OF HEALTH QUESTIONNAIRE 


The Cornell Medical Index-Health Questionnaire, 
(C. M. I.) is a four-page self-administered form that 
collects a detailed and comprehensive medical history. 
On it are printed 195 questions, which the patient an- 
swers by circling a “yes” or a “no” after each. The data 
collected are accurate ' and significant, yielding com- 
prehensive diagnostic interpretations of the somatic * and 
psychiatric * aspects of the patient’s total medical prob- 
lem. The C. M. I. can usually be examined and inter- 
preted in less than two minutes. 


METHOD 


The sample studied was composed of 336 outpatients newly 
admitted to the medical and surgical departments of the New 
York Hospital (a teaching general hospital cooperating with Cor- 
nell University Medical College) during April, 1949, who had 
completed a C. M. I. The hospital physicians never saw the C. 
M. I. forms filled out by the patients. Five persons who had never 
seen the patients or their hospital records (a private practitioner 
of general medicine, a Veterans Administration physician, a 
medical intern, a graduate nurse, and a technician) independently 
examined and interpreted the C. M. I. of each patient. They re- 
corded their interpretations of (1) the patient’s need for general 
medical department care and (2) the diagnostic areas * in which 
they inferred disease. After these interpretations were completed, 
the hospital records were abstracted, tabulating for each patient 
(1) whether the admitting physician had referred the patient to 
the general medical department and (2) the diagnostic areas in 
which disorders had been diagnosed in hospital examinations. 
Finally, the hospital record abstracts were compared to the inter- 
pretations of the C. M. I. 


Technical assistance was given by Todd H. Broadbent. 

Sample copies of the Cornell Medical Index-Health Questionnaire may 
be obtained from the authors, the New York Hospital, 525 E. 68th St., 
New York 21. 

This study was done under a contract, recommended by the National 
Research Council, between the Veterans Administration and Cornell Uni- 
versity Medical College. 

From the New York Hospital and the Departments of Medicine 
(Neurology) and Psychiatry, Cornell University Medical College, and the 
Institute of Psychological Research, Teachers College, Columbia Uni- 
versity. 

1. Brodman, K.; Erdmann, A. J., Jr.; Lorge, 1., and Wolff, H. G.: 
The Cornell Medical Index: an Adjunct to Medical Interview, J. A. M. A. 
140: 530-534 (June 11) 1949. 

2. Brodman, K.; Erdmann, A. J., Jr.; Lorge, 1.. and Wolff, H. G.: 
The Cornell Medical Index-Health Questionnaire: II. as a Diagnostic 
Instrument, J. A. M. A. 145: 152-157 (Jan. 20) 1951. 

3. Brodman, K., and others: The Cornell Medical Index-Health Ques- 
tionnaire; III. The Evaluation of Emotional Disturbances, J. Clin. Psy- 
chol., to be published. Brodman, K., and others: The Cornell Medical 
Index-Health Questionnaire: IV. The Recognition of Emotional Disturb- 
ances in a General Hospital, ibid., to be published. 


RESULTS 

The accompanying table shows the number of pa- 
tients who needed assignment to the general medical de- 
partment, as recognized by the admitting physicians and 
by the interpreters of the C. M. I. Of the 79 patients 
assigned to the general medical department by admitting 
physicians, the need for this assignment was recognized 
by interpreters of the C. M. I. in an average of 71. Five 
of the other eight had been assigned there only because 
of the hospital policy of referring all patients to the gen- 
eral medical department before admitting them to special 
departments such as the cardiac or allergy departments. 

Of the 257 patients not assigned to the general med- 
ical department by admitting physicians, interpreters of 
the C. M. I. inferred that 180 needed this assignment, 59 
urgently. Twenty-four patients were recalled for reex- 


Number of Patients Needing General Medical Examination 
as Rated by Outpatient Admitting Physicians and by 
Interpreters of C. M. 1. 


Outpatient Admitting 
Physicians 


Ne Need Not 
Recognized Recognized Total 
Interpreters { Need reeognived........ as 71 180 251 
of C, M. I. | Need not recognized...... 77 85 
79 257 336 


amination in this investigation; 10 returned, and signif- 
icant disorders previously overlooked in the hospital 
were discovered in each. With these 10 patients, dis- 
orders inferred from the C. M. I. but not suspected in 
routine hospital examination were found on reexamina- 
tion in 85 diagnostic areas. The same was true with all 
336 patients. Significant disorders were inferred from 
the C. M. I. in an average of 6.8 diagnostic areas per 
patient but had been recognized in the hospital in an 
average of only 2.7. 


REPORT OF CASES 


The following histories illustrate grave diseases over- 
looked in the hospital when the patient’s need for general 
medical investigation had not been recognized by the 
admitting physician. 


A housewife, 53, with five years of elementary education, 
sought outpatient admission with a presenting symptom of 
“shooting pains in both ears.” Without questioning her about 
other symptoms the admitting physician referred her to the ear, 
nose, and throat department, where, after three visits in as many 
months, the examining physician noted “clinical improvement” 
and “no complaints except occasional sore throat; return accord- 
ing as circumstances may require.” 

On the C. M. I. the patient had recorded 54 complaints, only 
4 of which referred to her ears and respiratory tract. Because of 
the 50 other complaints, the interpreters of the C. M. 1. inferred 
that the patient needed genera! medical care for symptoms of 
disorders of her eyes, ears, respiratory tract, blood pressure, 
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cardiovascular system, urinary tract, teeth, gallbladder, skin, 
gynecologic endocrine system, weight, veins of the lower extremi- 
ties, and emotional disorders. 

In reexamination in this study these inferences were con- 
firmed. The patient said she “had wanted a general check-up but 
did not know how to go about it.” For five years various physi- 
cians had told her that her blood pressure was elevated; recently 
she had had swollen ankles, chest pains, dyspnea with exertion, 
palpitations, and shortness of breath, especially when emotion- 
ally disturbed. A cholecystogram seven years before showed “in- 
flammation of the gallbladder,” and she still had “bilious at- 
tacks” accompanied by “yellow eyes.” Since her menstrual 
periods stopped seven years before, she had had frequent severe 
hot flashes and spells of dizziness. 

On examination the blood pressure was 170/100 mm. Hg, 
and there were signs of cardiac failure. A chest roentgenogram 
revealed enlargement of the heart on the left and some aortic 
enlargement. X-ray examination of the gallbladder showed no 
structural defect. The physician reexamining the patient con- 
cluded that her most important disorders were hypertensive 
cardiovascular disease with failure, anxiety state, vascular head- 
aches, obesity, menopause, varicose veins, and possible chole- 
cystitis. He believed her ear and respiratory disorder, the only 
one recognized in the hospital, to be minor. The 50 symptoms 
on the C. M. I. unrelated to her ears or respiratory tract called 
immediate attention to her need for general medical care, a 
need overlooked by the admitting physician, who had failed to 
elicit a comprehensive medical history. 

In another patient, significant gynecologic and psychological 
disorders were overlooked. This pat:ent was a housewife, 40, with 
one year of high school education, who was referred by the ad- 
mitting phys-cian to the dermatology department for a present- 
ing symptom of itching skin. There her disorder was diagnosed 
as lichen planus and treated with salve and other medicaments. 
On her C. M. I. were 59 complaints besides the 3 related to her 
skin. Interpreters of the C. M. I. inferred a need for general 
medical care for disorders of the teeth, bowel habits, musculo- 
skeletal system, skin, urinary tract, gynecologic system, and 
emotional status. On reexamination of the patient these infer- 
ences were confirmed. The gynecologic and emotional aspects 
of her total medical problem proved to be of major importance. 
Because of a pelvic mass the patient was referred to the gyne- 
cology department, where arrangements were made for immedi- 
ate inpatient admission, with a tentative diagnosis of carcinoma 
of the ovary. During the hospital stay a bilateral salpingo-oopho- 
rectomy was performed. The pathological report was “chronic 
salpingitis and benign serous and follicular cyst of the ovary”; 
the discharge diagnosis was chronic “pelvic inflammatory dis- 
ease.” 

A psychiatrist noted, “The patient volunteers her opinion 
that the skin lesions are due to ‘nervousness’ related to her hus- 
band... . He is luetic, and she believes him to be mentally sick. 
She has a great fear of syphilis and insanity. . . . [There is] a 
long history of stress, tension, grief, disappointment, and family 
conflict.” 

The admitting physician, questioning the patient only about 
her presenting symptom of itching skin, failed to recognize her 
need for general medical care. The C. M. I., however, called 
attention to this need and to the presence of symptoms of poten- 
tially grave gynecologic and psychiatric disorders. 


Cardiac, psychiatric, and neurological disorders were over- 
looked in a housewife, 75, who sought outpatient admission 
with a presenting symptom of “little growths and itching be- 
tween the breasts.” The admitting physician questioned her only 
about her skin and referred her to the dermatology department, 
where her disorder was diagnosed as seborrheic verruca and in- 
tertriginous eczema. On her second visit, nine days later, the 
examining physician noted “all clear’ and discharged her. 

On the C. M. I. only 3 of the patient’s 99 complaints referred 
to her skin. The interpreters of the C. M. I. concluded that the 
patient needed general medical care and inferred disorders of 
the eyes, respiratory system, blood pressure, vascular system, 
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gastrointestinal tract, gallbladder, anal veins, musculoskeletal 
system, skin, nervous system, genitourinary tract, and psychiatric 
status. 


In reexamination in this study the patient said that on her 
first hospital visit she had “wanted a general check-up but did 
not have the nerve to ask for it.” Significant disorders were found 
in each of the diagnostic areas predicted with the C. M. I. The 
patient told of her long-standing, severe depression, relating it 
to distress about her six children, each of whom is seriously ill 
or in financial difficulty. 


On physical and laboratory examination the significant find- 
ings were a gross tremor of the hands, head, and legs, a blood 
pressure of 240/140 mm. Hg, an enlarged heart, moderate ankle 
edema, sclerosis of the retinal and other peripheral blood vessels, 
absent pulsation of the dorsalis pedis arteries, and thrombosed 
hemorrhoids. The important final diagnoses were hypertensive 
and arteriosclerotic cardiovascular disease with failure, Parkin- 
son’s disease, and a severe reactive depression. 

Clearly this patient’s total medical problem was far too com- 
plex to be considered in the dermatology department alone. She 
needed general medical care; yet the admitting physician, ques- 
tioning the patient only about her skin, never learned of her 
other symptoms. With the C. M. I., however, her need for refer- 
ral to the general medical department was immediately apparent. 


COMMENTS 

No matter how desirable it may be to make a general 
medical investigation of each new outpatient, general 
hospitals lack the facilities and staff for such an investi- 
gation. Nor is it possible for admitting physicians in an 
oral interview to collect a sufficiently detailed and com- 
prehensive medical history from each outpatient to iden- 
tify those most needing general medical care. Conse- 
quently, as shown in this paper, the need of many patients 
for general medical care is overlooked, and grave med- 
ical disorders are neglected. 

The C. M. I., without the physician’s participation, 
collects a detailed and comprehensive medical history 
that permits identification of patients requiring general 
medical investigation. With such a history, admitting 
physicians can select for assignment to the general med- 
ical department as many patients most needing general 
medical care as the department is equipped to handle. 
This judicious selection of cases for general medical care 
on the basis of a comprehensive body of significant med- 
ical data reduces the hazard of overlooking significant 
disorders by referring too few patients to the general 
medical department or of overburdening the department 
by referring too many. 

SUMMARY 

The Cornell Medical Index-Health Questionnaire 
(C. M. I.), a self-administered form, elicits a detailed 
and comprehensive medical history that permits the iden- 
tification of patients requiring general medical investiga- 
tion. Admitting physicians at the New York Hospital, a 
teaching general hospital, recognized that 79 of 336 con- 
secutive outpatients needed referral to the general med- 
ical department; with the C. M. I. this need was inferred 
in 251. Reexamination of a sample of these patients con- 
firmed the accuracy of the inferences based on the 
C. M. I. Many of the average of 4.1 disorders per patient 
inferred from the C. M. I. but overlooked in the hospital 
were of graver medical significance than the average of 
2.7 recognized in the hospital. 
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UNUSUAL LESIONS OF STERNUM ASSOCIATED WITH 
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SHOULDER PAIN 


REPORT OF THREE CASES 


Robert W. Dunlap Jr., M.D. 


and 


John C. Ivins, M.D., Rochester, Minn. 


Pain in the shoulder joint may often present a difficult 
diagnostic problem.' Abnormalities of the cervical part 
of the spinal column, lesions within the chest cavity, dis- 
ease of the coronary arteries, irritation of the diaphragm, 
neurological lesions, and disease of the gallbladder are 
among the conditions commonly considered in the dif- 
ferential diagnosis of pain in the shoulder joint or its 
surrounding structures. Little attention has been paid to 
lesions of the sternum as a cause of referred pain in the 
shoulder, possibly because lesions of this bone are rela- 
tively uncommon. We have recently seen at Mayo Clinic 
three cases of sternal lesions, in which the patients’ chiet 
complaint, either throughout the illness or at one point 
during it, was pain in the shoulder. Two of the patients 
had demonstrable limitation of movement at the shoulder 
joint; one had paresthesias in the forearm of the affected 
side. In none of these patients, when first seen, were 
the symptoms thought to be the result of the sternal 
lesion. All were relieved by surgical treatment. 


REPORT OF CASES 


Case 1.—A 36-year-old woman first came to the clinic on 
Sept. 18, 1950, complaining of chest pain of one month’s dura- 
tion. She had had pneumonia five years previously, following a 
pelvic operation and again the following year. Since that time 
she had experienced recurrent sharp pains under the right breast, 
which extended, at times, to the back in the region of the right 
scapula and upward to the back of the head, giving her a sen- 
sation of “little wheels” turning around in the right side of 
her head. In addition to substernal pain, she had fever and a 
productive cough when admitted to the clinic. The fever sub- 
sided with antibiotic therapy, but the cough and pain persisted. 
The pain was aggravated by deep inspiration and extended to 
the right shoulder and to the area around the right breast. She 
did not complain of dyspnea on exertion. She had had “gaseous 
bloating,” but this was not accompanied by pain, and no other 
gastrointestinal symptoms were noted. 

The initial physical examination revealed littlke more than 
questionable tenderness over the lower part of the sternum. It 
was noted that the patient seemed unduly upset over the symp- 
tom complex. The results of routine laboratory studies were 
normal. A roentgenogragp of the chest showed obliteration of the 
left costophrenic angle, with some linear fibrosis in the base 
of the left lung; however, special roentgenograms of the sternum 
revealed a fracture of the xiphoid process, with displacement 
of the fragment upward and posteriorly. We believed, during 
the time the patient was undergoing study, that it was incon- 
ceivable that this fracture was the basis of her primary distress 
and that she was overreacting to her pain; however, because of 
tenderness over the xiphoid process and the fact that pressure 
on it reproduced some of her distress on one occasion, removal 
of the fractured fragment was undertaken. The operation was 
performed on Sept. 27, 1950, and at that time it was noted that 
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manipulation of the xiphoid process while the patient was under 
anesthesia produced a response that is characteristically asso- 
ciated with painful stimuli. A midline incision was made, and 
the fragment was found to lie posteriorly and superiorly, so 
that its upper end was behind the body of the sternum. It was 
removed, and the muscles approximated in the midline. 

The patient had an uneventful recovery and was free of pain 
when dismissed from the hospital, although her cough continued 
for about two weeks. She was last seen two months later, and 
at that time she was symptom-free and felt better than she had 
for years. 


Since there was no history of trauma in the foregoing 
case, it seems likely that the fracture of the xiphoid 
process occurred during a coughing spell in one of the 
patient’s previous attacks of pneumonia and was aggra- 
vated by her subsequent coughing. We were unable to 
find coughing mentioned in the literature as a cause of 
fracture of the xiphoid process.” 


Cask 2.—A 45-year-old housewife came to the clinic on May 
31, 1950, with the complaint of recurrent pain in the shoulder, 
arm, and chest on the right side. About 10 years previously the 
first attack of pain and stiffness in the right scapular region had 
occurred, appearing one morning when she leaned suddenly on 
her right elbow on getting out of bed. After several months the 
pain disappeared, and she was symptom-free several years, until 
a similar pain returned. In the 18 months prior to her admission 
her symptoms had become worse, with pain in the right shoulder 
accompanied by pain and soreness over both sternoclavicular 
joints. The pain caused limitation of movement that prevented 
her combing her hair. Coughing, sneezing, riding in a car, sudden 
movement, or lifting caused aggravation of her symptoms, with 
intense pain in the sternoclavicular joints that extended across the 
upper chest wall. She had noticed numbness extending down the 
anteromedial aspect of her right arm and into the fourth and fifth 
fingers, and she had some weakness of grip in the right hand, 
although there was no atrophy. The numbness increased with 
jarring of the arm. Later she had noticed some numbness in the 
left arm at times when her neck and back were sore. Her right 
hand seemed to be colder than the left and was even blue at times. 
Her symptoms had been increased in severity by osteopathic and 
chiropractic treatments. An inventory of systems revealed little 
else of significance. She had noticed occasional cardiac irregu- 
larities that felt like skipped beats, but there were no other 
symptoms referable to the heart. 

A physical examination disclosed limitation of motion of the 
right shoulder. The cervical part of the spinal column moved 
freely. There was a point of tenderness near the medial angle of 
the right scapula and over the right acromioclavicular joint. 
At the manubriosternal joint there was considerable tenderness 
on palpation. Laboratory data were not indicative of any abnor- 
mality, with the exception of the sedimentation rate, which was 
23 mm. in one hour (Westergren method). Roentgenograms of 
the cervical part of the spinal column showed minor degenerative 
changes that were not significant. Special sternal roentgenograms 
revealed slight irregularity of the joint surfaces of the manu- 
briosternal joint at the site of tenderness. 

It was decided to explore this joint surgically, and this was 
done on June 8, with the patient under thiopental (pentothal®) 
sodium, nitrous oxide, and curare anesthesia. The manubrio- 
sternal joint was curetted, and then a sliding graft was cut with a 
twin-bladed saw, reversed, and placed across the joint. Patho- 
logical study of the curettings revealed fibrous replacement of 
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the marrow. When the patient was sent home on the 11th day 
after the operation, she said she had been completely relieved 
of her pain and of the paresthesias in the forearm and fingers. 
In a communication three and one-half months later, the patient 
stated that she had had continued relief from symptoms in the 
right arm. She also noted that her heart no longer skipped beats. 


The foregoing case is interesting not so much from the 
point of view of representing a diagnostic problem as 
from that of showing the amount of disability that can 
occur in the arm and shoulder as a result of referred 
pain from the sternum. 


Case 3.—A 60-year-old woman was admitted to the clinic 
on Nov. 3, 1948, with the following primary complaints: (1) pain 
in the back and soreness in the chest of four weeks’ duration, 
(2) pains in the neck of two years’ duration, and (3) the presence 
of gallstones for one year. She had come to the clinic in 1940 
for conditions that were diagnosed as menometrorrhagia, obesity, 
secondary anemia, eroded cervix, perineal relaxation, and benign 
hypertension. Dilatation and curettage of the uterus, with inser- 
tion of radon (menopausal dose), was done at that time. 

Her neck pains were associated with stiffness and, when she 
moved her neck, “cracking.” There was stiffness and aching in 
the back, chiefly in the lower thoracic and lumbar regions, that 
was aggravated by movement. There was some soreness in the 
upper part of the sternum that became worse when the patient 
attempted to lift anything. The cholelithiasis had been discovered 
by her home physician after a typical attack of upper abdominal 
pain extending to the back and lasting for two weeks. More re- 
cently she had exhibited gaseous distress and aching in the mid- 
back. 

On physical examination her blood pressure was found to be 
164 mm. Hg systolic and 70 mm. Hg diastolic on one occasion, 
and 130 mm. Hg. systolic and 75 mm. Hg diastolic on another. 
She was moderately obese and had slight epigastric tenderness 
on the left side. There was some tenderness at the manubrioster- 
nal joint. Her spinal column was tender to palpation at the fifth 
lumbar level. A cystocele and retroversion of the uterus were 
also found. A sedimentation rate of 47 mm. in one hour was 
the only abnormal! laboratory finding. Sterna! roentgenograms 
showed localized degenerative changes at the manubriosternal 
junction. Roentgenograms of the gallbladder showed poor func- 
tion and the presence of stones. Roentgenograms of the spinal 
column disclosed extensive hypertrophic changes in the cervical 
portion, with increased density of the body of the third cervical 
vertebra, compression of the body of the sixth cervical vertebra, 
and prolongation of the left transverse process of the seventh 
cervical vertebra. There were hypertrophic changes with marginal 
lipping in the dorsal and lumbar portions of the spinal column. 
Cholecystectomy was recommended. The patient was placed on 
a weight reduction diet and advised to return later for operation. 

On Feb. 25, 1949, word was received that the patient was ill 
at home with “arthritis.” Shortly thereafter she began to experi- 
ence pain in the right shoulder, in the region of the upper part 
of the humerus on the lateral and medial aspects. She returned 
to the clinic on March 12. and it was noted that there was a lim- 
itation of abduction at the right shoulder. A short course of 
physiotherapy resulted in some improvement. The pain in the 
sternum, however, was decidedly increased. The sedimentation 
rate had risen to 95 mm. in one hour. Roentgenograms of. the 
right shoulder disclosed no abnormality, but those of the sternum 
again showed what appeared to be an inflammatory change at 
the manubriosternal junction. Biopsy of the sternal lesion was 
done on April 1. Removal of the outer cortex resulted in a pro- 
nounced pain reaction while the patient was under thiopental 
sodium anesthesia. A small cavity that was filled with reddish- 
brown myxomatous material was encountered. When studied 
microscopically, this showed evidence of inflammation, with an 
excess of eosinophils and plasma cells. No foam cells were 
seen, and the results of guinea pig inoculation were negative 
after two months. The patient’s pain was relieved after the biopsy 
and surgical evacuation of the lesion. She received two doses of 
roentgen rays to the sternum and was dismissed from the clinic 
on April 21, completely asymptomatic. 
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Although a diagnosis of rheumatoid arthritis or spon- 
dylitis was not made in this case, the patient had a history 
of an attack of “arthritis” at home and she had a pro- 
nounced elevation of the sedimentation rate. This is in- 
teresting in view of Solovay and Gardner’s * recent evi- 
dence that the manubriosternal joint is probably involved 
in rheumatoid spondylitis: much more frequently than 
was previously supposed. They demonstrated that fusion 
of this joint occurs four times as frequently in patients 
who have had rheumatoid spondylitis as it does in normal 
persons. From this they assumed that in such cases the 
disease process at one time involved this joint. It is pos- 
sible that this was the basis of this patient’s condition. 


COMMENT 

In these three case reports emphasis has been placed 
on the presenting complaints of the patient. In each case, 
there was considerable doubt that a lesion of the sternum 
could be responsible for all the pain and other symptoms 
complained of by the patient. It would have been easy to 
consider, as is often done, such nondescript symptoms as 
functional in origin and finally to assess the case as one 
of chronic nervous exhaustion. 

Little has been written in the past about lesions of the 
sternum and their symptomatology. The proof that such 
lesions may be responsible for a bizarre and complex set 
of symptoms is indicated by the fact that each patient 
reported obtained subjective relief from surgical treat- 
ment. We feel, therefore, that surgical treatment should 
be seriously considered for sternal lesions that cause con- 
tinued local pain and are suspected of causing many as- 
sociated symptoms. The procedures used in these cases 
are minor and may be undertaken with a minimum of 
risk. 

SUMMARY 

Three cases of unusual lesions of the sternum in which 
pain in the shoulder was one of the chief presenting 
complaints have been reported. The first case was that 
of a spontaneous fracture of the xiphoid process and the 
other two were of degenerative lesions of the manu- 
briosternal joint. All three patients were symptomatically 
relieved by surgical means. 


3. Solovay, J., and Gardner, C.: Involvement of the Manubriosternal 
Joint in Marie-Strimpell Disease, Am. J. Roentgenol. 65: 749 (May) 1951. 


Iiness and Emotions.—Everything that is said or done to a 
patient is a stimulus applied to him. Biologically, every stimulus 
is likely to produce a response, and with such complicated organ- 
isms as patients the response may be subtle and indirect and 
profoundly modify future thinking and feeling and future adjust- 
ment to life and its problems. 

The doctor, like the priest, is to unsophisticated minds a sym- 
bol of mystery and power, with a great capacity for inducing 
emotion, for allaying anxiety, or for causing it. Few doctors 
and fewer patients are always logical beings whose reactions 
are consistently determined by reason. Sickness, or the fear of 
it, returns us all a little closer to childhood and to a more primi- 
tive state of mind in which it is unusually easy to implant an 
idea or induce a way of feeling without any rational basis. Most 
practitioners do not employ suggestion as a conscious and de- 
liberate method of therapy, but it enters into every professional 
relationship whether or not it is recognized as suggestion.— 
K. R. Stallworthy, Diseases Due to the Doctor, New Zealand 
Medical Journal, February, 1982. 
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VISITING NURSE SERVICE 


COMMUNITY ASSET FOR EVERY PHYSICIAN 


William P. Shepard, M.D. 


and 


George M. Wheatley, M.D., New York 


Once again the requirements of the armed forces and 
the needs of civilian defense for medical and nursing per- 
sonnel necessitate a careful appraisal and economical 
utilization of all the health resources of the community. 
An organized service whose contribution to medical care 
should not be underestimated is that provided by visiting 
nurse associations. The actual and potential value of this 
part time nursing care given in the home commands the 
attention not only of practicing physicians but of medical 
authorities responsible for assessing and determining the 
adequacy of community health facilities. 

Visiting nurse service is an essential element in or- 
ganized community health programs as, for example, in 
tuberculosis, cancer, heart disease, and maternal and 
child health services where it provides part time care and 
teaching in addition to the preventive services provided 
by the health department. Recently it has been recog- 
nized as a valuable though undeveloped resource in the 
operation of prepaid medical care plans. 

We have discovered that some physicians, not familiar 
with the organization, objectives, and operation of a 
community visiting nurse service, think of this activity as 
a form of “socialized medicine.” We know from some 
years of experience in the administration of this service 
that visiting nurse service is not “socialized medicine” in 
the commonly accepted sense of this term. On the con- 
trary, it is a product par excellence of the voluntary 
health movement in this country, and thus becomes an 
excellent defense against demands for government con- 
trol of medical practice. It is the practicing physician’s 
partner in caring for the sick. In view of the growing im- 
portance of home care of the sick, we are convinced that 
a Visiting nurse service has a role to play commensurate 
with that of the hospital. It is our purpose to emphasize 
the importance of visiting nursing in modern medical 
care and to review the types of service this voluntary 
health agency has long rendered to the practicing phy- 
sician, and is prepared to render in even greater amounts. 

Visiting nurse service in North America began in New 
York City as early as 1877.’ Its purpose was to supple- 
ment the physician’s care in the home. The need and 
value of the service were soon demonstrated. The idea 
quickly caught on, and within a few years services were 
organized in most of the cities of the United States. To- 
day there are 1,038 ° visiting nurse associations in the 
United States, employing 4,774 graduate nurses. Many 
of these nurses have additional training that equips them 


From the Health and Welfare Division, Metropolitan Life Insurance 
Company. 

1. Gardner, M. S.: Public Health Nursing, ed. 3, New York, The 
Macmillan Company, 1936. 

2. Total number of nurses employed for public health work in the 
United States, in the Territories of Alaska, Hawaii, Puerto Rico and 
Virgin Islands, Federal Security Agency, United States Public Health 
Service, 1951. 

3. Downes, J., and Tucher, D.: Need for Convalescent Care for 
Hospitalized Acute and Chronic Illness, Pub. Health Nursing 43: 483 
(Sept.) 1951. 


to assist in educational and preventive health services of 
the community. About 8,000 cities and towns in the 
United States and Canada are served by visiting nurse 
associations. 

Our experience in reviewing the annual statements of 
these agencies is that nurses generally average about 


2,000 visits a year, if they are not also involved in clinics 


and classes, so that it may be estimated that these or- 
ganizations are responsible for approximately 10,000,000 
visits per annum. If we can assume that there are an 
average of five visits in each case, and this appears to be 
the general experience, this would mean that approxi- 
mately 2,000,000 patients are visited in the course of the 
year, 

Our regular annual analysis of the Metropolitan Visit- 
ing Nurse Service shows that of our total approximately 
330,000 cases during 1950, nearly 30,000 or 8.7% were 
reported by physicians. If this experience were applied 
to the total visiting nurse service, it would indicate that, 
of the 2,000,000 cases, 174,000 resulted from calls for 
the visiting nurse received from physicians, and that these 
calls resulted in a total of 870,000 visits. It can also be 
assumed that a considerably larger, but immeasurable, 
number of calls and visits made by the public health 
nurse were prompted by the physicians’ instructions or 
request for her services that may have been reported to 
the visiting nurse agency by patients, employers, and 
others. 

NEED FOR VISITING NURSE SERVICE 

Today major factors that tend to reemphasize the 
home as an important place where medical care may be 
rendered are the increasing cost of hospitalization; the 
growing number of older persons with chronic disease, 
many of whom may be adequately cared for at home with 
proper planning and services; the development of potent 
therapeutic agents such as the antibiotics enabling the 
physician to treat cases at home in which formerly hos- 
pitalization was necessary; and recognition of the im- 
portance of social and psychological factors in illness. 
Until recently, little medical judgment was required to 
decide on hospitalization of the patient. Nearly always 
circumstances made it appear that the hospital was best. 
Now, in view of the factors just mentioned and others, 
the physician must more seriously consider treating the 
patient at home. Where a visiting nurse service is avail- 
able, more judicious and perhaps limited use of hospital 
service is possible. 

Nursing care is frequently needed during convales- 
cence. For example, a recent study by Downes * of acute 
and chronic illness after discharge from the hospital 
showed an average of 6 days of bed disability at home for 
all forms of acute illness, and 35 days of bed disability for 
chronic disease. Rheumatic fever patients averaged 132 
days in bed at home after hospital discharge. Visiting 
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nurses, if utilized, might have shortened the disability of 
some of these patients. Many patients and their families 
could have been helped to adjust to this phase of recovery. 

Hospital administrators, perhaps more keenly aware 
of cost factors, have begun to use visiting nurse service 
to shorten hospital stay and thus help to reduce the cost 
of medical care. With the average cost of ward care in 
the hospital about $15 per day, the economic advantage 
of early discharge from the hospital and use of the visiting 
nurse at about $2.50 per visit is obvious. The Montefiore 
Hospital home care program * has made every effective 
use of visiting nurse service. Cherkasky says, “The Visit- 
ing Nurse Service of New York, by contracts with us, 
visits each patient at least once, even in those cases where 
we do not forsee any need for visiting nurse service, since 
their experience in the home will give us a good evalua- 
tion of the patient and the patient’s need for nursing. In 
addition, the nurses have two other important functions. 
They provide nursing and they teach. The teaching is in 
some respects the most important part of their job. They 
often teach a member of the family to become an expert 
nurse in the care of a particular patient.” The home care 
program of the New York City Department of Hospitals, 
which also includes the services of visiting nurses, has 
been stated to be equivalent to a 1,500 bed hospital 
operating at 85% capacity.* 

Today, with the rising cost of medical care, especially 
hospital services, and the need to maintain our voluntary 
system of medical practice, it is more important than 
ever for physicians to utilize this voluntary health agency. 
Better understanding of the visiting nurses’ contribution 
to medical practice is the first step towards its more ef- 
fective use. 


ORGANIZATION OF VISITING NURSE SERVICE 


As a rule, the service is organized and administered by 
a group of public spirited citizens, with medical and 
public health representation on the board. Frequently a 
practicing physician or his wife has taken the leadership 
to bring together a representative community group. As 
mentioned previously, the service is designed to aid the 
physician in the care of the patient in the home. Care is 
not continued for patients unless they are under medical 
supervision. A medical advisory committee guides the 
agency in its professional services. 

Contrary to the belief of many lay and professional 
persons, visiting nursing is available to people of all 
economic levels and is not limited to service to the indi- 
gent. Fees paid by individual patients make up about 
16% of the total income of voluntary nursing agencies. 
Contracts with insurance companies, industry, and other 
organizations pay for approximately 12%. Individual 
contributors, the Community Chest, and such services 
make up the deficit resulting from those services for 
which the visiting nurse association is not paid. From our 
experience in purchasing nursing service for our policy- 
holders from visiting nurse associations, we believe few 
health activities have been more carefully managed from 
the financial point of view and the cost more accurately 
determined. Today, the average cost per visit is about 
$2.50. 
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Medical Advisory Committee.—The local medical 
society or a medical advisory committee guides the pro- 
fessional services of the visiting nurses. This guidance in- 
cludes the preparation and approval of standing orders 
to be used when the nurse is called to give emergency 
nursing care to a patient who is not yet under the care 
of a physician. Other functions of a medical advisory 
committee are as follows °: 


To make recommendations to the visiting nurse association 
board regarding the initiation and continuance of special phases 
of the agency’s program that involve medical considerations. 

To assume joint responsibility with the board for policies re- 
garding the nursing of patients under the care of osteopaths and 
similar practitioners. 

To help prepare or to approve any publicity that involves 
medical information or that is to be sent to physicians; and to 
help with the selection of medical speakers for annual and public 
meetings. 

To act as liaison between the organization and the medical 
society. 

To interpret the organization to the medical society. 

To approve the content and frequency of health examinations 
of the staff before and during employment, and to advise re- 
garding a health program for the staff. 


Visiting nurses are instructed to keep in close com- 
munication with the attending physician on each case. 
Nurses cannot continue giving nurse care to a patient 
who does nct have medical supervision. The National 
Organization for Public Health Nursing sets standards 
and suggests procedures for visiting nurse associations 
throughout the country. Physicians will be interested in 
the following recommendations on medical relationships, 
which are quoted from the “NOPHN’s Manual of Public 
Health Nursing.” 7 


Medical Orders.—No treatments except those stated in the 
standing orders of the agency are given without a physician's 
order, and the standing orders are used only until it is possible 
to communicate with the physician. 

When no written orders have been left by the attending phy- 
sician and the patient’s condition indicates the need for immedi- 
ate treatment, every effort is made to communicate with the 
physician at once. Where possible, the physician's orders are to 
be written. Verbal orders may be received over the telephone 
by the nurse, but they are to be followed if possible by the writ- 
ten, signed order of the physician. Verbal orders for treatments 
or medication given through the patient or family are not to be 
carried out until the nurse can get in touch with the physician. 

If it is impossible to reach a physician personally or by tele- 
phone, he is notified by mail that the patient has been referred 
to the agency for nursing care, and he is asked for orders. 

Care other than that outlined in the standing orders of the 
agency is not usually given to patients of out-of-state physicians 
except upon the written order of the physician. This is a prob- 
lem to refer to the local medical and advisory committee. It is 
the policy of some agencies not to accept orders from an out- 
of-town physician, unless he is near enough to be reached quickly 
or has designated a local physician to be called in case of im- 
mediate need for medical attention. 

Nurse’s Report to Physician.—Bedside notes stating the nurse's 
observations regarding the condition of the patient and record- 
ing the care given are jeft in the patient’s home when nursing 
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care has been given. The nurse reports directly to the physician 
any symptoms of abnormality or change in the patient’s condi- 
tion. It is customary to destroy these bedside notes when the 
patient is discharged. Some agencies require the nurse to return 
them to the office after which they are destroyed at the end of 
the month. 

Family Health Work.—Efforts are made to cooperate with the 
family physician in carrying out a family health program in re- 
gard to health examinations, correction of physical defects, and 
a healthful regimen of living. The nurse interprets the phy- 
sician’s orders and helps the family carry them out with the 
rescources at its command. 


Private physicians are given information in regard to the kinds 
of service which they may expect from the nurse. 

Osteopaths, Chiropractors, Optometrists, and Midwives.—A 
general policy for the giving of nursing service to patients under 
the care of osteopaths, chiropractors, optometrists, midwives, 
and similar practitioners cannot be stated definitely since the 
practice differs in the various states. Questions of policy are re- 
ferred to the medical advisory committee of the agency for rec- 
ommendation to the board of directors. However, the agency is 
largely governed in its decision by the existence or non-existence 
of a state law legalizing osteopathy, chiropractic, optometry, 
or midwifery. If such a law exists, nursing services in these cases 
are given only in situations where the medical procedures carried 
on by the practitioner are in accordance with the state law. 

The nurse will acquaint herself with the state regulations 
which govern the practice of these various types of practitioners. 
She will find it necessary to have a clear understanding of her 
responsibility whenever these regulations are not adhered to. 


SERVICES A VISITING NURSE CAN RENDER IN THE HOME 

The following are some of the services that a physician 
may prescribe for patients under his care: 

General Nursing Care-—He may prescribe as gen- 
eral care (a) the taking of temperature, pulse, and 
respiration and observation of changes in the condi- 
tion of the patient; (b) cleansing bath and instructions in 
general hygiene, and demonstration of care to be given 
by the family and supervision of the care given by rela- 
tives or attendants; and (c) interpretation of the physi- 
cian’s instructions to the patient and family, e. g., diet, 
rest and activity, and medication. 

Special Services.—Special services may include (a) 
treatments such as hot or cold applications, enemas, ir- 
rigations, catherizations and inhalations; (b) postopera- 
tive dressings and dressings for cuts and burns; and (c) 
hypodermic or intramuscular injections of drugs such as 
insulin, penicillin, and streptomycin. 

Services in Pregnancy.—Services during pregnancy 
may include (a) interpretation and reinforcement of the 
physician’s instructions regarding hygiene during the 
antepartum and postpartum period, that is, rest, exercise, 
diet, clothing, and care of the breasts; (b) assistance to 
parents in preparing for a new baby and advice regard- 
ing the layette and other equipment; and (c) demonstra- 
tion to parents of how to care for the new baby, that is, 
bathing, feeding, dressing, and exercise. 

In addition to serving the patient under the supervision 
of the attending physician, visiting nurses have an impor- 
tant role in helping to secure prompt medical attention 
for patients through referral to their own family physician 
or, when there is no family physician, by following the 
policy established by the medical advisory committee. 
The nurse’s opportunity to see families puts her on the 
front line to observe early signs of illness and abnor- 
mality that should have a physician’s care. 
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PATIENTS OPINIONS 


Perhaps if physicians knew how the patients feel who 
have had the opportunity to receive the services of the 
visiting nurse, they would utilize this resource more fre- 
quently. We have picked a few letters at random from the 
thousands in our files received in recent years from var- 
ious parts of the country; they are poignant evidence of 
the medical as well as human relations value of this ancil- 
lary service. 


I am writing to thank you for the wonderful service given 
my daughter by your visiting nurses. My sister had a relapse 
from a long recent illness and her doctor ordered strep shots 
at home. I knew no one to give them, then I remembered your 
nursing service and contacted you and my troubles were over. 
Thanks to God for the wonderful services of a doctor and a 
Visiting nurse, she is now well once more. 


Upon my return from the hospital last fall after fracturing my 
hip my doctor made arrangements for your nurses to massage 
my leg three times weekly to prevent its becoming permanently 
stiff. | wish to express my sincere appreciation for the excellent 
care and attention they gave me. 


On March 5, 1950, I had an emergency operation for appen- 
dicitis. | was discharged from the hospital on March 13. That 
evening my husband called the nurse. Lucky for me, she came 
the next morning and found I was draining. She phoned my 
doctor and reported what she found. I was quite ill and would 
not have known what was wrong if it hadn’t been for the nurse. 
During the same time, my children took ill with the virus grippe. 
The nurses did what she could for them too. I can’t tell you how 
grateful | am to deal with such a wonderful organization as 
yours. Thanks again and again. 


EXCERPTS FROM PHYSICIANS’ LETTERS 
Mr. D. has a well regulated colostomy but is anemic. In a 
rural area, he is inaccessible to frequent visits by either local 
medical doctors or myself. I have prescribed rubramin [a vita- 
min B.. concentrate], | cc. three times weekly, by hypodermic. 
His present blood count has been raised to approximately 
3,500,000 with a hemoglobin of 75-80%. The nursing service 
is essential. A correction of the anemia will be served best by 
uninterrupted visitation for the purpose of injection. 
M.D., Phila., Pa. 
Due to the very efficient and alert action of one of your dis- 
trict nurses, a patient whom I was recently treating has been so 
greatly benefited that I thought perhaps it would serve a good 
purpose to bring the incident to your attention, inasmuch as it 
proved to be mutually beneficial to all concerned. 
M.D., Bay Shore, L. L, N. Y. 
Miss K. S., R.N., has and is still giving very satisfactory nurs- 
ing care under my supervision to the toe stumps of the foot of 
Mrs. M. R. On a recent visit the foot showed a residual ulcer 
which was treated in my office and Miss S. given instructions for 
further nursing care. It is with Miss S.’s excellent cooperation 
that I was able to preserve Mrs. R.’s foot. 
M.D., Shamokin, Pa. 
SUMMARY 
There are many reasons to reexamine at this time the 
contribution of visiting nursing service to medical care. 
The needs of the military and civilian defense necessi- 
tates efficient use of limited medical and nursing service. 
This means full employment of all community health 
services, including the visiting nurse. The increasing ex- 
pense of hospitalization is making it necessary to seek less 
costly ways of treatment. There are also a greater number 
of older persons with chronic illness, many of whom may 
be better cared for in their homes if medical, nursing, and 
other necessary services are mobilized for their care. 
Furthermore there are important psychological advan- 
tages in many cases in home care. 
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Yesterday the physician treating sick people was a 
lone worker. Today in the management of many diseases, 
the physician has potent allied professional and therapeu- 
tic resources at his command. Until recently the location 
for employment of these tended to be in the hospital. Now 
many services can be efficiently rendered in the home. It 
is timely to recognize the part the visiting nurse can play 
as a member of the medical care team in making home 
care, in appropriate cases, as beneficial to the patient as 
hospital care. Some of the services have been described 
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in detail. The full and effective employment of this nurs- 
ing service calls for the highest type of medical judgment. 
Both medical and hospital administrators show a grow- 
ing appreciation of the value of the services of visiting 
nurse associations in the home in supplementing hospital 
and other medical services. Individual practitioners to- 
day more than ever before are in a position to exert 
leadership in their communities to bring the best of 
modern medical care to their patients. 


1 Madison Ave. 


EPIDEMIOLOGY OF INFECTIOUS HEPATITIS AND PROBLEMS OF 
PREVENTION AND CONTROL 


Richard B. Capps, M.D., Chicago 


Joseph Stokes Jr., M.D., Philadelphia 


Outbreaks of infectious (epidemic) hepatitis have 
been recognized for at least 200 years and probably for 
very much longer.' Although they are particularly exten- 
sive among armies in the field, civilian epidemics have 
also been frequently encountered. Accurate data are not 
presently available in this country because the disease is 
not generally reportable, but according to our personal 
experience epidemics are constantly occurring. That this 
virus infection represents one of the commoner infectious 
diseases occurring in this country is shown by recent 
studies with a specific skin test material.” It was found 
that approximately 35% of adults had positive reactions, 
indicating presumptive prior infection with the virus. The 
importance of this disease, however, is due not only to 
its high incidence but also to its relatively serious nature. 
Although the mortality rate is usually under 1%, the 
period of disability is frequently prolonged, and the oc- 
currence of chronic cases is not unusual. Permanent 
sequelae may also occur but are apparently infrequent. 
Until recently too little accurate information was avail- 
able regarding the etiology and epidemiology of the dis- 
ease to allow for intelligent prevention and control. 

It has been clearly established that the etiological agent 
of infectious (epidemic) hepatitis is a filterable virus 
present in both the blood and feces.* Experimental trans- 
mission of the disease has been accomplished by both the 
parenteral and fecal-oral routes. The possibility of air- 
borne transmission has been favored by many workers on 
both epidemiological‘ and experimental® grounds. 
However, this has not been confirmed by others." Al- 
though it has been claimed that the virus may be present 
in urine,’ this seems unlikely.» In human volunteers the 
incubation period is usually between 20 and 40 days, 
although occasionally it has been as short as 15 or as 
long as 85 days.*” 

One of the most important epidemiological problems 
still unsolved concerns the duration of infectivity and the 
question of a carrier state. Accurate experimental data 
are extremely limited. Virus has been found in the blood 
three days before the appearance of symptoms ° and 
eight days after the onset of jaundice.** Fecal material 
tested on human volunteers has proved to be infectious 


only when obtained during the first two weeks of jaun- 
dice.'’ There is suggestive experimental '' and epidemio- 
logical '* evidence, however, that in some cases it may 
remain infectious for five months or longer. Likewise, the 
role of the unrecognized acute nonicteric case in spread- 
ing the disease is not accurately known. 

As would be anticipated from the foregoing, epidemics 
of infectious (epidemic) hepatitis resulting from paren- 
teral transmission,'* from contaminated water,'? milk,'° 
and food,'® and from some form of direct contact be- 
tween persons have been described. This is in contradis- 
tinction to the homologous serum strain of the disease, 
which thus far has been shown to be transmitted only 
by the parenteral route and apparently by the trans- 
placental route. Epidemics of infectious (epidemic) 
hepatitis transmitted by the first four means do not con- 
cern us here since, if the mechanism of transmission is 
recognized, control measures can readily be instituted 
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and are discussed elsewhere.'’ The last type, however, 
which is probably much the commonest, constitutes the 
real problem. A large number of such epidemics have 
been described especially in connection with schools and 
various types of institutions, but with few exceptions the 
exact mechanisms involved have not been ascertained.** 

From the preceding survey of the literature, it is 
obvious that for effective prevention and control more 
accurate information is desirable. We have recently had 
an opportunity to make a careful study of an unusual 
epidemic of infectious (epidemic) hepatitis which throws 
some light on these problems.'* This report is concerned 
with the pertinent aspects of our findings and their pos- 
sible application. 


DESCRIPTION OF EPIDEMIC 


The epidemic occurred in an orphanage for infants 
and small children under 3 years. The average census 
was 200, and about one-third were over 1 year and two- 
thirds were younger. The average hospital stay was four 
months, although there was considerable variability. In 
addition, 15 expectant mothers lived in the institution for 
three to four months prior to delivery. Thirty other de- 
liveries were performed each month. Approximately 50 


Fig. 1—Monthly incidence of new cases of acute infectious hepatitis 
among adults, chiefly student nurses in a children’s orphanage. Percentage 
of student nurses infected in each period is indicated. Note the complete 
abolition of new cases in period E resulting from the introduction of 
proper aseptic nursing technique. 


student nurses were trained each year. They were given 

a one-year course and were admitted quarterly. 
Attention was first drawn to the situation because of 

the repeated appearance of acute hepatitis among stu- 
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dent nurses. As depicted graphically in Figure 1, during 
the period from 1942 to 1949 the disease was recognized 
in 72 student nurses, in one new graduate nurse, one 
resident physician, and one maternity patient. The ma- 
ternity patient, who had the infection in October, 1949, 
probably contracted it outside the hospita! since she 
became jaundiced within 14 days after admission. In 
addition to these 75 cases, there were many other student 
nurses with a suspicious history, but the presence of 
jaundice could not be verified. 

As indicated in the graph, the outbreak can be divided 
into several periods. During the preliminary period (A), 
the epidemic was becoming established. During the three- 
year period (B), the epidemic was flourishing, and the 
incidence of acute hepatitis with jaundice among the 
student nurses was 32%. In November, 1948, all nurs- 
ing personnel were given gamma globulin (0.06 cc. per 
pound [0.5 kg.] of body weight), and for a 10-month 
period (C), all new students received a similar injection, 
usually within one month of entering training. During 
this interval only one case of hepatitis developed. This 
was in a nurse who, due to an oversight, had received 
gamma globulin only four days prior to the appearance 
of jaundice, obviously too late to be effective. During 
period (D) the administration of gamma globulin was 
discontinued. Twenty new student nurses were admitted 
in September, 1949, and in six acute hepatitis with 
jaundice developed and in three hepatitis without jaun- 
dice. In addition, during this period hepatitis devel- 
oped in a new graduate nurse, in a student who had 
received gamma globulin 10 months previously, and in 
the previously mentioned maternity patient. In Decem- 
ber, 1949, nursing technique was revised. The nurses 
were taught to wash their hands after touching potentially 
contaminated material and in general trained in aseptic 
technique. Masks were not worn at any time. During 
this period of 18 months (£), no further cases of hepa- 
titis developed among the nurses. 

Further analysis showed that 12 of the 75 patients 
with hepatitis became sick within less than 7 weeks after 
admission to the institution and 8 in less than 40 days. 
In 51 cases no mechanism for parenteral transmission 
could be discovered. In the remaining cases blood studies 
were made at the time of admission but the interval be- 
tween these studies and the onset of hepatitis was suitable 
in only a few instances; the interval was less than 60 days 
in 11 cases and from 60 to 120 days in 5 cases. These 
data indicate that the disease had a short incubation 
period and that it was transmitted largely if not entirely 
by other than the parenteral route. It was therefore neces- 
sary to conclude that we were dealing with the infectious 
(epidemic) strain of viral hepatitis. This was further 
confirmed by the effectiveness of gamma globulin in 
preventing the disease during period C (fig. 1). 


OBSERVATIONS ON THE CHILDREN 

Commencing in October, 1949, serial clinical and 
laboratory observations were made on selected groups of 
children. During the ensuing 18 months, 42 cases of in- 
fectious hepatitis were diagnosed. Only those cases were 
accepted in which at least three different tests were posi- 
tive for a minimum of four weeks and the clinical findings 
were consistent with liver disease. Abnormalities were 
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observed in the thymol turbidity and flocculation, cepha- 
lin cholesterol flocculation, ammonium sulfate turbidity, 
scarlet red flocculation, serum cholinesterase, serum 
alkaline phosphatase, cholesterol ester ratio, and quan- 
titative urinary urobilinogen and coproporphyrin. A de- 
tailed analysis of the clinical picture and laboratory 
findings will be reported subsequently.'’* 

Although the diagnostic criteria employed were arbi- 
trary, they were intentionally rigid and probably excluded 
all but the cases with markedly positive findings. The 
validity of the clinical diagnosis was amply confirmed by 
epidemiological studies and the results of skin testing '*" 
and in two cases by the demonstration of virus in the 
feces by means of experimental oral inocculation of adult 
volunteers.*"* The more important findings in a typical 
nonicteric case are shown graphically in figure 2. Hori- 


4.0- 

AMMONIUM 
curate 
S 2.04 TURBIDITY 

1.0- 

2 
= 3.04 TURBIDITY 

2.0- 

1.0- 

CEPHALIN 

9 | CHOLESTEROL 
+ FLOCCULATION 

CHOLINESTERASE 
1.0- 

—0.8+— 

Fever] SYMPTOMS 
ther 
Symptoms 

Sept. Oct. Nov. Dec. Jan. 


Fig. 2.—Findings in a case of infectious hepatitis in a 22-month-old 
white male infant. The laboratory findings and symptoms are typical. 
Horizontal lines represent normal values. The serum bilirubin was 
normal. 


zontal lines represent normal values for this age. The 
symptoms in this case were loose stools, anorexia, failure 
to gain weight, and intermittent low-grade fever. 

In 30% of the cases the disease persisted for more 
than four months, indicating a high incidence of so- 
called “chronic hepatitis.” Suggestive epidemiological 
evidence was obtained that four of these chronic cases 
continued to be contagious for periods up to one year. 
It was in two of these chronic cases that the virus was 
demonstrated in the feces, thus confirming the existence 
of a carrier state. In one case virus was demonstrated to 
be present five months after the onset of illness and in the 
other case 15 months after the onset. 

The total over-all incidence of disease could not be 
determined on the basis of clinical and laboratory find- 
ings because only certain groups were tested in a serial 
manner. However, an analysis of the result of skin testing 
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indicated that 80% of children remaining in the institu- 
tion for six months or longer had been infected with the 
virus. Obviously only a small percentage of the actual 
cases were diagnosed. Since jaundice and hyperbili- 
rubinemia were observed in only 1 of the 42 clinically 
recognized cases, it would appear that the true incidence 
of jaundice in the total number of cases was probably 
less than 0.5%. Clearly the disease in the children was 
almost entirely of the nonicteric variety. These data also 
indicate that in some situations the disease in this age 
group is quite contagious. An important factor is that chil- 
dren over 6 months of age played together and, since they 
were usually not toilet trained, fecal contamination of 
bodies, clothes, and bed linen was common. 

In figure 3 the monthly incidence is shown of new 
cases in children throughout the study period. Only 40 
cases are shown, since two persons had the disease at the 
time of admission. Periods are indicated by letters, as in 
figure 1, except that period E has been broken down into 


Fig. 3.—Monthly incidence of new cases of infectious hepatitis over 
two year period. Hatched columns represent infants and solid black 
columns nurses. Period E indicates change in nursing technique, F, 
isolation of all cases in children and G, elimination of the isolation. 
Note that the infection was eliminated among nurses but continued essen- 
tially unaffected among the infants. 


several additional intervals. Cases in nurses have also 
been included for purposes of comparison. Period E 
indicates the change in nursing technique. Although 


10. Neefe, J. R.; Gellis, S. S., and Stokes, J., Jr.: Homologous Serum 
Hepatitis and Infectious (Epidemic) Hepatitis: Studies in Volunteers Bear- 
ing on Immunological and Other Characteristics of the Etiological Agents, 
Am. J. Med. 1:3 (July) 1946. Neefe, Stokes, and Reinhold.*s Havens.” 
Findlay and Willcox.** 

11. Neefe, J. R.; Stokes, J., Jr.; Garber, R. S., and Gellis, S. S.: 
Studies on Relationship of Hepatitis Virus to Persistent Symptoms, Dis- 
ability and Hepatic Disturbance (“Chronic Hepatitis Syndrome’’) Following 
Acute Infectious Hepatitis, J. Clin. Invest. 26: 329 (March) 1947. 

12. Capps, R. B., and Bennett, A. M.: Clinical and Epidemiological 
Investigations Concerning Viral Hepatitis in Infants and Small Children, 
Tr. Am, Clin. and Climatol. A. 62: 98, 1950. 

13. (a) Neefe, J. R.: Recent Advances in Knowledge of “Virus Hepa- 
titis,”” M. Clin. North America 30: 1407 (Nov.) 1946. (5b) Havens.*» 
(c) Capps, R. B.; Sborov, V., and Scheifley, C. H.: A Syringe-Transmitted 
Epidemic of Infectious Hepatitis, with Observations Regarding Incidence 
and Nature of Infectious Donors, J. A. M. A. 136: 819 (March 20) 1948. 

14. Fraser, R.: A Study of Epidemic Catarrhal Jaundice, Canad. Pub. 
Health J. 22: 396 (Aug.) 1931. Gauld.** Neefe and Stokes.** 

15. Murphy, W. J.; Petrie, L. M., and Work, S. D., Jr.: Outbreak of 
Infectious Hepatitis, Apparently Milk-Borne, Am. J. Pub. Health 36: 169 
(Feb.) 1946. 

16. Read, M. R.; Bancroft, H.; Doull, J. A., and Parker, R. F.: Infec- 
tious Hepatitis—Presumably Food-Borne Outbreak, Am. J. Pub. Health 
36: 367 (April) 1946. 

17. Neefe, J. R.; Stokes, J., Jr.; Baty, J. B., and Reinhold, J. G:.: 
Disinfection of Water Containing Causative Agent of Infectious (Epidemic) 
Hepatitis, J. A. M. A. 128: 1076 (Aug. 11) 1945. Capps, Sborov, and 
Scheifley.*’° 


G 
WY 
2 $ VP ZG 
o 
| 
1949 1950 1951 


560 INFECTIOUS HEPATITIS—CAPPS AND STOKES 


there appeared to be a slight decrease in cases among the 
children, this fact is of doubtful significance. Period F in- 
dicates the establishment of isolation wards for all pa- 
tients with.active disease and for all patients who had re- 
covered, respectively. Although these wards were main- 
tained until February, 1951, the remaining children were 
carefully screened only through August, 1950. Thus 
isolation was seriously attempted for just six months. 
During period G the isolation wards were discontinued. 
As shown in the graph, neither the establishment or dis- 
continuance of isolation had any significant effect on the 
outbreak. This was apparently due to difficulties involved 
in establishing the diagnosis in the children. Not only 
was the diagnosis probably overlooked in milder cases, 
but it could not be established early enough, even in cases 
in which a definite diagnosis was made, to remove the 
contagious child before he had infected others. 


GAMMA GLOBULIN IN THE NURSES 

During period C in figure 1, 36 student nurses were 
given gamma globulin, usually within one month after 
entering training. The girl in whom hepatitis developed 
in April, 1949, is not included in the 36 because the 
gamma globulin was obviously given too late to be effec- 
tive. All of these 36 remained in the institution until the 
end of October, 1949, and most of them into 1950. All 
of these girls were exposed in the institution for at least 
five months prior to the change in nursing technique and 
in most cases considerably longer. Although the passive 
immunity conferred by the action of gamma globulin 
probably does not persist for as long as five months, in 
only one of these 36 girls did clinical hepatitis develop. 
This is to be compared with an incidence of 32% among 
student nurses prior to period C and an incidence of 
45% subsequent to this period. The most probable ex- 
planation for this situation is that in these girls un- 
apparent infection developed during the declining phase 
of the passive immunity as a result of exposure to the 
endemic disease in the children and thereby the nurses 
acquired active immunity. 


MECHANISM OF THE EPIDEMIC 
Detailed arguments regarding the mechanism of the 
epidemic have been reported elsewhere.'**:® The most 
significant data were as follows. 1. It was shown that the 
disease concerned was infectious (epidemic) hepatitis 


18. Webb, C. H.; Wolfe, S. G.; Lucas, R. T., and Anderson, C. E., Jr.: 
Acute Hepatitis in Children: Clinical Features and Laboratory Tests, 
South. M. J. 40: 340 (April) 1947. Horstmann, D. M.; Havens, W. P., 
Jr., and Deutsch, J.: Infectious Hepatitis in Childhood: Report of 2 Insti- 
tutional Outbreaks and a Comparison of the Disease in Adults and 
Children, J. Pediat. 30: 381 (April) 1947. Cookson, J. S.: Epidemic 
Infective Hepatitis in Gloucestershire, Brit. M. J. 1: 687 (May 20) 1944. 
Ford, J. C.: Infective Hepatitis: 300 Cases in an Outer London Borough, 
Lancet 1: 675 (May 29) 1943. Glover, J. A., and Wilson, J.: An Extensive 
Epidemic of Catarrhal Jaundice, Lancet 1: 722 (March 28) 1931. Lisney, 
A. A.: Epidemic Catarrhal Jaundice in School Children, Brit. M. J. 1: 703 
(April 3) 1937. Pickles.* 

19, (a) Capps, R. B.; Bennett, A. M., and Stokes, J., Jr.: Endemic 
Infectious Hepatitis in an Infants’ Orphanage: I. Epidemiologic Studies 
in Student Nurses, A. M. A. Arch. Int. Med. 89:6 (Jan.) 1952. (b) 
Bennett, A. M.; Capps, R. B.; Drake, M. E.; Ettinger, R. H.; Mills, E. 
H., and Stokes, J., Jr.: Endemic Hepatitis in Infants’ Orphanage: II. 
Epidemiologic Studies in Infants and Small Children, Arch. Int. Med., 
to be published. (c) Capps, R. B.; Bennett, A. M.; Mills, E. H.; Ettinger, 
R. H.; Drake, M. E., and Stokes, J., Jr.: The Clinical Picture and Diag- 
nosis of Infectious Hepatitis in Infants and Small Children with Special 
Reference to the Non-Icteric Form, to be published. 
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in Viral Hepatitis, to be published. 
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because of a short incubation period, absence of a mech- 
anism for parenteral transmission, the effectiveness of 
gamma globulin as a preventative, and the production of 
disease in volunteers with an incubation period of 23 or 
24 days using feces from sick children. 2. The possi- 
bility of transmission by contaminated food or water was 
eliminated because of the absence of disease among the 
maternity patients. These persons served as an ideal con- 
trol for the student nurses, since they were in the same 
age group, ate the same food and drank the same water 
and, in some cases, lived on the same floor of the build- 
ing. 3. It was rather conclusively demonstrated that the 
children were infected with the virus because of the 
clinical and laboratory findings indicating liver dysfunc- 
tion, the evidence obtained from a specific skin test 
material, the epidemiological evidence of infection, and, 
finally, the demonstration of virus in the stools of two 
children through the use of adult volunteers. 4. The 
dramatic elimination of new cases among student nurses 
following the change in nursing technique in spite of the 
continued exposure of new student nurses to known ac- 
tive cases in the children demonstrated clearly that the 
children were serving as the infectious focus for the 
nurses. 5. Finally, it was clear that the spread of the dis- 
ease from child to nurse must have been through direct 
and indirect contact and was not airborne. Although a 
similar form of spread probably occurred in the spread 
from child to child, this has not yet been settled. 


COMMENT 

Among the conclusions to be drawn from this study 
are several that have a special bearing on the problem 
of epidemic control. First, a naturally occurring epidemic 
of infectious (epidemic) hepatitis has been described in 
which nonicteric cases played a vital role in perpetuating 
the virus and keeping the infection alive. In fact, in this 
case the nonicteric acute cases and to an unknown extent 
the nonicteric “carriers” served essentially as a reservoir 
for the virus. Because jaundice was absent, these cases 
were unrecognized and the true nature of the epidemic 
was not understood for eight years. It is probable that a 
similar situation exists in other epidemics even among 
adults. Although in the latter case the incidence of non- 
icteric cases is not as high, nevertheless one of us 
(R. B. C.) has described an outbreak of infectious hepa- 
titis in which nonicteric cases represented 91% of the 

Second, previously accepted views as to the period 
of infectivity must be altered. In view of our findings all 
chronic cases must be considered as potentially conta- 
gious. In fact, one can no longer assume that the virus 
is present in the feces only during the first two weeks of 
illness, but patients must be considered as possibly con- 
tagious until they are clinically recovered. 

Finally, it has been shown for the first time in a 
naturally occurring epidemic in which conditions were 
suitable that airborne spread did not occur. This, of 
course, was only demonstrated in the spread from child 
to nurse, although there is no reason to believe that it 
does not also hold in the spread from child to child. 

The persistence and extent of this epidemic indicate 
the danger of this infection becoming epidemic or en- 
demic in similar institutions or groups elsewhere. The 
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critical factors here were fecal contamination of hands 
and bodies because of the early age of the patients; oppor- 
tunity for transmission by direct contact and by poor 
nursing technique associated with a well children’s insti- 
tution; occasional introduction of fresh cases from the 
outside, and the relatively slow turnover. In regard to 
the last factor, it is probably essential to have a hospital 
or group stay of at least three to four weeks because of 
the relatively long incubation period. Situations involv- 
ing similar suitable conditions must obviously occur 
frequently in other institutions as well as nurseries, 
schools, and various other groups. 

On the basis of our findings and data reported in the 
literature, it is possible to arrive at some conclusions 
regarding the best available measures for the prevention 
and control of epidemics of this disease. Since these will 
vary with the mode of spread, it is of prime importance 
that this be determined early. An epidemiological survey 
will usually provide at least a tentative answer. First, it 
is well to consider the possibility of parenteral trans- 
mission. Special attention should be given to the steriliza- 
tion of syringes and needles and particularly lancets used 
for capillary puncture. Individually sterilized needles or 
knife blades should be used for the latter purpose. The 
multiple-dose-per-syringe method of giving vaccines and 
other medications must be avoided.'** Second, the possi- 
bility of fecal contamination of water, milk, or food must 
be investigated. Flies may be an important factor.*° Con- 
trol measures for outbreaks involving these modes of 
spread are obvious. 

The third and probably commonest type of epidemic 
is that resulting from direct contact, as in the outbreak 
reported in this paper. Control measures are those com- 
monly employed in other filth-borne diseases, namely, 
isolation of patients who are contagious and adequate 
sanitation. For the present, isolation must be based on 
the assumption that the contagious period begins with 
the onset of symptoms and lasts until clinical recovery 
has occurred. Although the virus may usually disappear 
from feces two weeks after the onset, it may persist in 
persistent or chronic cases. In suitable hospitals or insti- 
tutions, isolation of all newly admitted patients for three 
weeks may be necessary. Sanitary measures must include 
proper nursing technique in institutions and adequate 
washing facilities in schools. Wash bowls with foot 
or elbow controls, individual towels, sufficient soap, and 
instruction regarding the washing of hands after defeca- 
tion are desirable. 

The effectiveness of such a program in controlling 
contact epidemics is closely related to the accuracy of 
diagnosis. This applies chiefly to the nonicteric cases, 
which are the ones that are usually unrecognized. Lab- 
oratory aid is important. Fortunately,.such simple pro- 
cedures as the thymol turbidity," ammonium sulphate 
turbidity,”* or one of the other flocculation or turbidity 
tests and tests for bilirubinuria ** are reasonably reliable 
and suitable for mass use. Probably most adult cases can 
be recognized or at least suspected in this way, although 
the situation in infants is much less certain. 

In some situations, however, the preceding measures 
are not completely effective due to various uncontrollable 
factors. Thus in the epidemic reported here, although the 
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disease has been eliminated among the nurses, it is still 
present among the children. This is apparently because 
of the difficulties in diagnosis, especially early diag- 
nosis, in maintaining cleanliness at this age, and in the 
presence of unrecognized “‘carriers.”” Obviously the most 
satisfactory and permanent solution to such a problem, 
especially in view of the danger of introducing new cases 
from the outside, lies in active immunization. Although 
no vaccine for this purpose is available at present, it 
would appear from this study that under certain circum- 
stances the administration of gamma globulin may 
provide a similar result. These findings are discussed in 
detail e!sewhere '** along with other similar data.** The 
difficulty with this method of active immunization is, of 
course, the need for exposure to persons with active 
disease. It was successful among the nurses who were 
constantly exposed, but it may fail with the children. Its 
value in the usual type of contact epidemic remains to be 
determined. This may well be one of the diseases that it 
is best to have in childhood. 


SUMMARY AND CONCLUSIONS 

An epidemic of infectious (epidemic) hepatitis among 
student nurses resulting from an endemic focus among 
children patients under 3 years is reported. It is clearly 
shown that transmission from child to nurse occurred 
only by the fecal-oral route and from child to child prob- 
ably in the same manner. The disease in the age group 
under 3 years is generally without jaundice and may per- 
sist for six to eight months. Experimental evidence of a 
fecal carrier state of 5 to 15 months’ duration was ob- 
tained through the use of adult volunteers. Prevention 
and control of epidemics in the light of available knowl- 
edge are discussed. 
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Progress in Disease Control.—The great plagues—bubonic, yel- 
low fever, cholera, smallpox and typhus appear no longer in 
civilized countries. Malaria, typhoid and dysentery are steadily 
being eliminated, and the septic infections are under therapeutic 
control. A combination of two sorts of scientific work has 
brought about this result. On one hand there has been the com- 
bination of the objective study of clinical disease, the develop- 
ment of bacteriology and virology in the laboratories and the 
study in the field of how the pathogens survive in nature and 
how they are conveyed to their human hosts. On the other hand 
we have the less logical but even more effective approach by 
which a combination of accident, empiricism, the resources of 
modern chemistry and the American capacity for organized in- 
vestigation, has provided agents with specifically lethal effects 
on this or that group of organisms which in one way or another 
restrict the fulfillment of human desires.—Frank Macfarlane 
Burnet, M.D., The Ecological Approach to the Common Virus 
Diseases of Today, Bulletin of the Johns Hopkins Hospital, 
February, 1951. 
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ESTATE PLANNING FOR’ PHYSICIANS 


PART 4: PLANNING AS RETIREMENT APPROACHES 


W. §. McClanahan, Chicago 


This is the last in a series of articles developed for physicians 
who are interested in problems relating to economic security in 
their business and home activities —ED. 


In the third article ' the situation of the physician in 
the middle years of his practice was examined, and some 
general principles of estate planning in this stage of life 
were stated. The various types of taxes that affect estate 
plans were explained and related to particular situations. 
Some of the commoner tools of the estate planning team 
were described in brief, including the settlement options 
in life insurance policies, insurance trusts, trusts created 
during life by agreement and at death by will, and the use 
of the marital deduction under the federal estate tax law. 

It is the purpose of this last article of the series to 
analyze the family situation and financial status of the 
physician as he approaches the age of retirement from 
his chosen profession, and as he prepares to hand over 
the pleasures and privileges, as well as the duties and 
burdens, of the practice of medicine to his younger col- 
leagues. The change in direction and the difference in 
emphasis of estate plans at this stage of life and practice 
will be explored and described briefly. 

The situation of the physician approaching retirement 
presents a composite picture. There is no compulsory 
retirement in a profession and hence no generally ac- 
cepted retirement age. Some physicians have acquired 
the means and the will to retire by the time they reach 
their late 50’s; many are still happy and successful in 
active practice in their 70’s. All sorts of personal, health, 
financial, and location factors affect this decision. Most 
young men starting out in a business or a profession 
promise themselves an early retirement, well in advance 
of industry’s commonly accepted age of 65.* Few men 
achieve this goal of their youth, and, as retirement ap- 
proaches ever closer, few of them still retain early re- 
tirement as a primary objective. In order to have a start- 
ing point for our discussion, the age of 65, common in 
business and industry pension plans, has been chosen 
arbitrarily as an average retirement age for physicians.* 
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With this arbitrary goal in mind, it may be well to 
analyze the situation of the physician as he approaches 
retirement. He will be somewhere in his middle 50's to 
middle 60’s.* His children will now be married and self- 
supporting, and there may be several grandchildren who 
are increasingly in his thinking as he plans the disposition 
of his estate. His family expenses and responsibilities 
will have diminished as the children establish their own 
homes and careers. 

His earnings will be at a high level compared to his 
earlier years. If he is in the younger years of the age 
bracket under discussion, his income may still be increas- 
ing toward its peak.’ If he is in the later years of this age 
bracket, income will probably have passed the peak and 
started to decline," as physical limitations require him to 
curtail his activities. In either case there will be consider- 
able surplus income available for investment, because of 
the reduced family expenses. He will be more income tax 
conscious as higher earnings and lower family exemp- 
tions place him in ever higher tax brackets. 

His property holdings will not only have increased in 
amount but will have broadened to include different types 
of investments. His home will now be fully paid for, and 
he may own city or farm real estate on an income-pro- 
ducing basis. The series E savings bonds, which were the 
foundation of his early investment program, will have 
matured and been replaced by bonds that pay interest 
regularly, such as series G or treasury coupon bonds. He 
may have added some good corporate bonds to his port- 
folio to increase his yield and, if he is in a high income tax 
bracket, may have been advised of the advantage of the 
tax free income on municipal bonds. The few small stock 
holdings and investment trust shares of early years may 
now be replaced with substantial share holdings in some 
of the nation’s leading corporations. If he has followed 
the plan set up by his life underwriter, a number of his 
insurance policies may now be paid up and the mounting 
cash values of the others will make them look more like 
an investment and less like pure protection to him. If he 
has followed a sound financial plan through most of his 
business life, his estate will have grown slowly but stead- 
ily, and income from his investments will take on added 
importance as income from his practice declines. 


PERSONAL ANALYSIS REQUIRED 

With this very general picture in mind, what new or 
different steps should be taken, or what changes in direc- 
tion and emphasis should be applied to existing plans, as 
the physician approaches retirement? First in importance 
will be a reappraisal of his purposes and objectives. Call 
it the adoption of a philosophy of life, if you wish. It is 
a prerequisite for any well-devised plan. It will require 
some active thinking and soul searching on the part of 
the physician and his wife. The professional advisers who 
have been through this scores of times may make sug- 
gestions, Or Open up new lines of thought, but the physi- 
cian himself must think these questions through. Only 
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he can provide the answers that are absolutely essential 
for the next stages of his estate plan. 

It may be well to set out some of the questions that will 
occur to the physician in this process of self analysis. At 
what age or in how many years from now will he actually 
be willing to cease active practice? Is he willing to cut the 
professional ties suddenly and completely, by simply 
locking the office door and going home for the last time? 
Is he still toying with the idea of “taking in a younger 
man” to share the work, allowing a gradual retirement as 
the young man grows in ability and experience? Is there a 
possibility of arranging a sale of the practice on some 
basis that wili allow him to share in the income in the 
first few years of retirement? Are there long-dreamed-of 
research or writing projects or teaching assignments that 
may occupy the physician’s time and bring a gradually 
reducing income in the early years of retirement? 

What is the amount and the nature of the physician’s 
accumulated property? What is the maximum and the 
minimum income that it can be expected to produce, in 
the ups and downs of economic cycles? What part of it 
may require little or no supervision or management (such 
as paid-up insurance, annuities, government bonds, and 
previously created trusts)? What part may require pro- 
fessional investment supervision (such as marketable 
bonds and stocks, investment trust shares, and mort- 
gages)? What part may require active business manage- 
ment (such as city real estate, farms, and interests in 
going business enterprises )? 

What is the current family situation and what will it 
probably be at retirement date? Does the health and 
family history of the physician and his wife indicate a 
normal life expectancy after retirement? Are the children 
well established in businesses or professions, or just get- 
ting started and in need of occasional assistance? What 
are the observed strengths and weaknesses in family 
members, as to ability to earn a living and to manage and 
conserve what they have? Has any family member (in- 
cluding the daughters’ husbands) shown tendencies that 
indicate a need for trustee management of his or her share 
of the family property? Would a present gift of modest 
amount to a son or daughter just starting their career be 
far more heipful than a larger amount many years later 
(say after the death of both parents)? What changes in 
the physician’s way of life may be expected at retire- 
ment? Is the family home to be sold and a smaller one 
purchased? Is there a plan to change the family residence 
to a distant state or city in some more equable climate? 
Might such a move place the physician in a “community 
property” state? What would be the effect of different 
state laws as to descent of property, and as to state in- 
come, inheritance, and gift taxes? 

This is by no means a complete list of questions. An 
experienced and competent estate planner would ask 
these and many others.’ A sound, well-devised estate 
plan is, first of all, an intimate personal and family plan. 
The information secured by the estate planner in answer 
to such questions is the warp and woof from which is 
woven the fabric of an individual estate plan. Insufficient 
information (or worse yet, wrong information) will al- 
most surely result in a defective or unworkable plan. 
Such defects seldom show up until the death of the estate 
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owner places the plan in operation, and it is then too late 
to correct them. 

It is here that the art of estate planning enters its most 
useful field. The principal reasons for planning in the 
early years (disability and death) are still present, but 
the formerly remote reason (old age) has now taken 
priority in the thoughts of the estate owner. As the phy- 
sician engages in the analysis of his personal, family, and 
financial situation, he will realize that the emphasis and 
direction of his thinking has changed with the years. He 
would probably now list his purposes and objectives in 
this order; (1) adequate retirement income for himself 
and his wife, (2) adequate, assured income for his wife 
in case of his prior death, and (3) transfer of the estate 
to the children or grandchildren upon the death of the 
surviving parent. 


LIFE INSURANCE ANALYSIS 

When the physician has determined the answers to the 
questions set out above and the others suggested by his 
professional advisers, he will be able to turn over the raw 
material with which his advisers can work. First he will 
consult with his life underwriter as to his insurance estate. 
If he has not done so previously, he should secure from 
his underwriter a detailed, written analysis of his insur- 
ance policies and annuities. These generally include an 
individual policy audit showing the premium, dividend 
if participating, cash and paid-up values, beneficiaries 
and mode of settlement. They also should show a pre- 
mium calendar, a summary of guaranteed and paid-up 
values of all policies for a period of years and at retire- 
ment age, a summary of settlements to specific benefici- 
aries in terms of lump sum and monthly income and also 
monthly income available to the insured on each policy 
at retirement age. This material can be then be analyzed 
in detail with the underwriter and his recommendations 
secured, preliminary to making any changes indicated. 

It may be advisable, at retirement, to have part or all 
of annual premium life insurance endorsed as full-paid 
for less than the face value and stop premium payments. 
However, because the options of settlement are more 
valuable in policies purchased when interest rates were 
higher and life expectancy was less than in those of recent 
issue, it is often advisable for premiums to be continued 
even though it becomes necessary to pay them from 
principal rather than income. Policies purchased more 
recently should be used to provide cash for family needs, 


3. Actually 13.2% of the physicians in independent practice in the 
United States in 1949 were aged 65 and over. These were divided as 
follows: 5.4% were aged 65 to 69, 4.3% were aged 70 to 74, and 3.5% 
were aged 75 and over. Weinfeld, W.: Income of Physicians, 1929-49, 
Survey of Current Business, United States Department of Commerce, 
(July) 1951. 

4. Of the physicians in independent practice in 1949, 7.8% were aged 
55 to 59, and 6% were aged 60 to 64." 

5. This will vary with size of community, geographic location, field 
and degree of specialization and personal factors. In several different 
sized communities and in the United States as a whole the highest average 
net income of physicians in independent practice in 1949 was reached 
between the ages of 45 and 49.* 

6. In all sizes of communities and in the United States as a whole 
average net income had passed its peak and begun to decline by age 
60 to 64. 

7. While these are personal questions to be answered largely from the 
individual’s Own experience, knowledge and desires, there is a growing 
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be helpful to the physician. Preston, G. H.: Should I Retire? New York, 
Rinehart & Co., Inc., 1952; Ford, N. D.: Where to Retire on a Small 
Income, ed. 2, Greenlawn, N. Y., Harian Publications, 1951. 
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taxes, and administration expenses when needed. Also 
the income tax advantages to beneficiaries under life in- 
surance options are so favorable that any reduction in 
the life insurance part of the estate should be carefully 
considered. If it becomes necessary to augment other 
income at retirement, the cash value of part or all of the 
life insurance can be paid out to the insured under the 
settlement options, by the terms of the contract or by 
company practice, with a considerable income tax ad- 
vantage.” 

If there are endowment policies maturing while the 
physician is still in a high income tax bracket, the amount 
by which the proceeds would exceed the cost in premiums 
paid would be taxed as ordinary income in the year of 
maturity. In order to avoid adding this income on top of 
earned income, it would be advisable to request that the 
cash values of the policies be placed under one of the 
dissipating or life income options prior to maturity. It 
should also be kept in mind that life insurance owned by 
the insured is included in the estate for federal estate tax 
purposes, and can be qualified to take advantage of the 
marital deduction, when this is advisable. All of these 
possibilities should be explored with the underwriter, but 
final action should be deferred until the entire estate has 
been analyzed. 


PERSONAL BALANCE SHEET 

The next logical step is the preparation of a “personal 
balance sheet” by the physician. This should be done 
with care and accuracy, for these valuations may have 
important tax consequences after retirement or at death. 
The accountant will be of valuable assistance in this 
study. Each asset should be scheduled to show both its 
cost to the physician and its current market value. Items 
which have appreciated substantially in value should be 
studied carefully. If a joint tenancy is involved, there may 
be a hidden capital gain that could result in unnecessary 
taxes for the surviving joint tenant. Perhaps a gift of the 
wife’s interest in the joint property to the husband (if he 
paid the entire cost) would eliminate this possible capital 
gains tax.” There may be assets that have depreciated in 
value and could be disposed of, so that the loss could be 
used to offset the gains on other assets. Debts due the 
physician should also be analyzed and their collectibility 
estimated. Sometimes a write-off of a bad debt, if taken 
at the proper time, benefits the creditor taxwise. Debts 
owed by the physician should also be listed, and means 
provided for their payment. If there is a dearth of liquid 
assets for payment of debts, administration expenses, and 
taxes, it is often wise to make some of the insurance 
proceeds available to the executor for this purpose. 

With this personal and financial information assem- 
bled, the physician will be ready to confer with the two 
estate planners who can best coordinate all of this rather 


8. The proceeds of life insurance payable to a named beneficiary under 
a dissipating or life income option are not subject to income tax. If an 
insured elects to have the cash value or endowment proceeds of a life 
imsurance policy settled under a dissipating option, there will be no income 
tax until he receives back his total cost in premiums paid, after which all 
payments will be taxed as regular income. If he elects a life income 
option he will be taxed under the annuity principle, that is, he will be 
taxed on 3% of the cash value (or total premiums in case of a maturing 
endowment) until the total of the untaxed portions of the income equals 
the principal, after which all payments will be taxed as regular income. 

9. An example of this situation was given in Part 3 of this series.* 
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diverse and complex data into a sound, integrated estate 
plan. These two are the lawyer and the trust officer. From 
this point on the combined judgment of these two ad- 
visers should be sought before any action is taken. Good 
estate planning cannot be done piecemeal, or in a 
vacuum. The method of disposition of any one item may 
have an effect on the methods of disposing of every other 
item. The next logical step is to have the lawyer and 
trust officer review and analyze the entire estate and the 
terms of the present will. 


CONSIDERING ALTERNATE METHODS OF TRANSFER 


These advisers will first estimate the probable value to 
be placed on each asset, for tax purposes. This is where 
sound, professional advice is needed, for it is the real 
market value at death that will be controlling, not the 
cost price or the estate owner’s wishful thinking. From 
this total value, including the proceeds of the life insur- 
ance, will be deducted the estimated debts, taxes and 
expenses, which estate planners group under the heading 
of “estate shrinkage.” This includes the debts of the de- 
cedent, expenses of last illness, funeral expenses, federal 
and state taxes of all types, and expenses of administra- 
tion of the estate, including the fees or commissions of 
executors and attorneys. Of course these will vary from 
state to state and with the particular situation of the 
estate owner, but, for purposes of discussion, estate 
shrinkage may be assumed to vary from a minimum of 
10% of the gross estate upward. In smaller estates, which 
are subject to minimum death taxes, if any, debts and 
expenses will usually exceed 10% of the gross estate. In 
larger estates debts and expenses may take a smaller 
percentage, but death taxes alone will account for an 
increasing percentage of the estate. The following figures, 
based on the “net estate,” after debts and expenses, indi- 
cate the impact of taxes alone on larger estates: 


Federal Estate Percentage of 
Net Estate Tax Net Estate 
$ 100,000 $ 4,800 4.8% 
200,000 32,700 16.4% 
500,000 126,500 25.3% 
1,060,000 325,700 30.7% 


The total amount remaining, after deducting the esti- 
mated estate shrinkage, is the “net estate,” and only this 
net amount can be considered in calculating the property 
and income available for the support of beneficiaries. 

In order to evaluate the various methods of distribu- 
tion or transfer, it should be kept in mind that “adminis- 
tration expense” or “probate expense” is generally a 
percentage of the value of the personal property that is 
subject to probate, that is, which passes under the will 
(or by the laws of descent if there is no will) to the 
dependents and other beneficiaries. Life insurance pay- 
able to named beneficiaries, joint tenancy property, 
trusts created during life, and real estate are excluded in 
calculating these expenses in most states. 

Having arrived at a tentative value for the net estate 
under the present estate plans, the lawyer and trust officer 
will begin to calculate the effect of the many alternative 
plans and methods of estate transfer. It may be suggested 
to the physician that present gifts to the wife or the 
children would fit in well with his general objectives and 
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effect important savings in both expense of administration 
and taxes. Perhaps this would be an appropriate place 
for the discussion of the federal gift tax, which was de- 
ferred from the previous article. 


FEDERAL GIFT TAXES 

Probably gifts during life were not an important factor 
in estate disposition until the adoption of the Federal 
Estate Tax Act in 1916.'° Immediately thereafter estate 
owners began to explore every method of reducing death 
taxes, and, of course, gifts during life became one im- 
portant method. That which a man had given away 
during life and no longer owned could not be taxed at 
his death (except to the extent that gifts “in contempla- 
tion of death” or “to take effect at death” were made 
taxable in the 1916 act). In the ensuing years the prac- 
tice of making gifts of property during life, in order to 
avoid the impact of increasing death taxes, began to 
cause serious loss of revenue. In 1932 the Federal Gift 
Tax Act" was adopted to offset this loss. Except for 
changes in rates and exemptions, the pattern of the 1932 
act has been continued to this date. 

The gift tax is imposed on transfers of property “for 
less than an adequate and full consideration in money or 
money’s worth.”'* The detailed rules for determining 
what is a gift, when a gift is completed, who is liable for 
the tax, valuation of gifts and other elements are too 
technical for discussion in the limited space available. 
Each person who makes any gifts (called the “donor”’) 
is allowed an annual exclusion for the first $3,000 that 
he gives to each person (called the “donee’’) in any 
calendar year. For example, suppose that a father gives 
$3,000 to each of his three sons in 1952, a total of 
$9,000; each gift is covered by the $3,000 annual ex- 
clusion for the son who receives it (the donee), and 
there is no gift tax payable. Suppose that he continued 
this program for 10 years, making the total of his gifts 
$30,000 to each donee (son), or a total of $90,000; each 
gift is covered by the annual exclusion allowed for each 
donee and hence no gift tax is incurred. 

In addition to the $3,000 annual exclusion for each 
donee, the donor has a lifetime exemption of $30,000 
for all gifts made by him. For example, suppose that a 
father had never made any previous gifts and he gives to 
his son $33,000 in 1952; the annual exclusion covers the 
first $3,000, the lifetime exemption covers the next 
$30,000 and hence no gift tax is payable. Having once 
used his $30,000 lifetime exemption, however, this is not 
available again in computing later gifts. For gifts made 
by married persons, the Revenue Act of 1948 added the 
marital deduction principle ‘* to gift tax law. In effect 
this allows the spouse making the gift to use both his and 
the other spouse’s annual exclusion of $3,000 and life- 
time exemption of $30,000, thus doubling these deduc- 
tions. To achieve this advantage the other spouse must 
join in making all gifts and gift tax returns for that 
calendar year. For example, suppose that the father in 
the previous case gives $66,000 to his son in 1952, and 
has his wife join with him in making the gift and the gift 
tax return; there will be no gift tax payable. In subse- 
quent years the annual exclusion will continue to be 
$6,000 for each donee, so long as the wife joins in the 
gifts. It is not necessary that the wife own any interest in 
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the property given, as the marital deduction principle 
still applies. 

For an estate owner with substantial property holdings, 
the making of gifts may have several tax advantages. In 
the first place it increases his total exemptions from death 
and transfer taxes. He has only one exemption of 
$60,000 under federal estate tax law, but when he takes 
advantage of the $30,000 exemption under gift tax law, 
he has exempted a total of $90,000 of his property from 
taxation. In the second place, he has an annual exclusion 
of $3,000 for each donee, and a program of making gifts 
over a period of years can exclude substantial amounts 
of his property from taxation. In the third place, the gift 
tax rates are only three-fourths of the estate tax rates in 
any given bracket, thus effecting a one-fourth saving, 
even after he has used up his gift tax exemptions. In the 
fourth place, it should be noted that the first gift tax paid 
by an estate owner would be at the lowest rate in the gift 
tax tables. If this same property were retained until death, 
it would be taxed at the highest estate tax rates applicable 
to his estate. For example, suppose an estate owner has 
used up his gift tax exemption and annual exclusion and 
still has an estate of $200,000. If he should make a gift 
of $20,000 in 1952, he would pay a gift tax of $1,200 
(the tax rate on the top $10,000 block of the gift is 
84% % ). In reducing his estate by $20,000 he would re- 
duce his possible estate tax at death by $6,000, (the 
estate tax rate on the top $20,000 block in this estate 
would be 30% ). In this example, the making of a gift 
during life would effect an over-all tax saving of $4,800 
and would increase the total property to be received by 
the beneficiaries by this same amount. A fifth advantage 
of lifetime gifts is that the property given would not be 
subject to administration at death, and hence the ad- 
ministration expenses would be reduced. It should be 
noted that in many situations a gift during life may also 
effect important income tax savings. If the person who 
receives the gift (the donee) is in a lower income tax 
bracket than the donor (the usual case), the income 
from the property given would be of more benefit to the 
donee. 

A WORD OF CAUTION ABOUT GIFTS 

With this explanation of the advantages of gifts during 
lifetime as one means of estate transfer should be added 
a word of caution for both the physician and his ad- 
visers. Gifts are a valuable device in estate planning and 
can accomplish many desirable purposes in addition to 
tax savings. But the gift device should be used with great 
care. It is like major surgery, to be resorted to only when 
all circumstances indicate that less drastic measures will 
not accomplish the desired result. In order to be effective 
for tax purposes the transfer must be a completed gift. 
This means that the estate owner (donor) must so effec- 
tively divest himself of title, ownership, and control of 
the property given that there is no possibility of getting it 
back. It cannot be a gift in form only, or with strings 
attached. The estate owner contemplating a gift should 
make it only after a thorough analysis of his entire estate 
with his lawyer and trust officer. He should ask himself 


10. U. S. Internal Revenue Code, sec. 810. 
11. U. S. Internal Revenue Code, sec. 1000. 
12. U. S. Internal Revenue Code, sec. 1002. 
13. This principle was explained in Part 3.4 
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whether, under the most adverse future circumstances 
(such as economic depression, unforeseen expenses, or 
drastically reduced income) the property to be given, or 
the income from it, might be necessary for the support 
of himself and his wife. If the answer to this question is 
yes, then the gift should not be made. In the larger es- 
tates gifts are frequently advisable, but they should be 
made only as part of a sound over-all plan of estate trans- 
fer and with competent professional advice. In the 
smaller estates gifts are seldom advisable, as the risk of 
future regret far outweighs the modest financial advan- 
tage gained. 
LIVING TRUSTS 

In planning for retirement one of the most useful de- 
vices for the professional man is the “living trust.” This 
is a term used in estate planning to describe a trust 
created by an estate owner (called the “grantor”) during 
his lifetime, effective immediately, and generally for his 
own benefit during life. Frequently the trust continues 
for the joint lives of the husband and wife, with income 
payable to them for life and, at the death of the survivor 
of them, the trust property is distributed to persons 
named in the trust agreement. The trust can continue 
after their deaths for the benefit of children or grand- 
children if desired. Such trusts are usually made “revo- 
cable,” that is. they may be changed, amended, or re- 
voked by the grantor at any time prior to his death. 

No tax advantage is sought or gained in this type of 
trust, but there are other equally important advantages. 
Since the trust is revocable, the trust property is still 
subject to the control of the grantor during life and is 
included in his estate for tax purposes at his death. The 
income of the trust is still taxable to the grantor during 
life. One of the principal advantages of the living trust 
for the physician approaching retirement is the freedom 
from the burden and worry incident to management of 
property and investments today. The specialized, pro- 
fessional services of the bank or trust company are made 
available in the supervision of the property and securities 
in the trust. Custody of securities, records, bookkeeping, 
receipt of income, collection of principal, investment 
analysis, advice, review and supervision, and purchase 
or sale of securities become the concern of the trustee. 
The grantor may retain the right to direct the invest- 
ments on recommendations of the trustee, or may dele- 
gate full responsibility to the trustee. The physician is 
left free to travel, to follow a long-dreamed-of hobby or 
avocation, or to reside in a new location far from his 
former home and practice, with the assurance that his 
property is receiving continuous, fulltime management 
by a staff of skilled men with long experience in invest- 
ment supervision. 

It is frequently said in estate planning that a living 
trust is a “trial will.” The grantor can observe how his 
trustee manages the property, its investment policies, its 
handling of relations with beneficiaries, the adequacy of 
the powers granted in the trust agreement, the flexibility 
of the plan as conditions change, and the abilities of the 
children or other future beneficiaries in managing their 
own affairs. He can make changes in his trust plan until 
the arrangement is working to his satisfaction, and then 
allow the terms of the trust agreement to distribute his 
property at death, in lieu of his will. (This does not mean 
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that he needs no will, as there are generally assets outside 
the trust to be distributed by will.) Some of the advan- 
tages of having the bulk of the estate distributed under a 
living trust are avoidance of the publicity of a will, which 
is a public document when filed in court; reduction in 
probate expense; a plan already in operation and running 
smoothly prior to death; no delays in locating and organ- 
izing assets; no interruption in the regular flow of income 
to the wife or children at death; and an experienced trust 
organization whose staff is already acquainted with the 
family and its problems and has the confidence of the 
family members. 


OTHER TRUSI SERVICES 


The physician approaching retirement will be well ad- 
vised to consider seriously the value of a living trust for 
himself and his family. Both the lawyer and the trust 
officer who would manage his trust should be consulted. 
For the physician who does not wish to enter into a 
formal trust agreement and transfer his property to the 
trustee, the banks and trust companies have developed 
a service that offers many of the same advantages, called 
“agency service.” As the name implies, the bank acts as 
fiscal agent for the physician, handling all the time-con- 
suming details in the custody and record keeping of his 
securities. The principle differences are that the owner 
retains title to his property and securities, no investment 
changes are made except on the written direction of the 
owner, and the agency agreement is automatically termi- 
nated at death; hence it cannot serve in lieu of a will to 
distribute the property at death. Within the past several 
years another service of the trust institutions has become 
increasingly popular with professional men. This is fre- 
quently referred to as a “supervised agency” or “manag- 
ing agency,” and combines all of the attractive features 
of a simple agency account with the investment super- 
vision features of a living trust. The quality of the 
investment analysis, review, and continuous supervision 
service is exactly the same as the bank gives to trust 
accounts in which it has full responsibility. Investment 
recommendations are submitted periodically by the bank 
but changes are made only on the written direction of the 
owner. Many professional men utilize this service, since 
it gives them the professional investment analysis and 
advice they need but allows them to retain control of the 
general policies and specific selections of their invest- 
ments. This arrangement helps the physician to keep 
abreast of current economic conditions and acquire by 
contact a broader experience in this field. 

As he approaches retirement the physician will be 
thinking principally of those years just ahead, when he 
can take leave of his profession and indulge in the rest 
and travel and hobbies and civic activities for which he 
could never find time during his active practice. He will 
be more concerned with present problems, with the pro- 
tection of his estate from immediate hazards, with an 
adequate and assured income for himself and his wife in 
retirement, with the sale of his large house and the build- 
ing of his “dream cottage.” The several services of his 
bank and his life insurance company that will help to 
preserve his estate and assure him a dependable income 
in retirement will be of primary interest in the last few 
years of his practice. 
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BASIC PLANS 

These concepts will occupy a major part of the phy- 
sician’s thoughts and plans, but behind these will always 
be his basic long-range plans. The hazard of death is not 
only still present, but it is gradually drawing closer. With 
all the plans and actions for use of the property during 
life, the underlying reason and motive for all estate 
planning remains the transfer of property to the next 
generation at death. At some date in the near or distant 
future death will intervene and set in motion the chain 
of events that will effect this final transfer. As was pointed 
out in an earlier article, the death of the estate owner is 
only one link in this chain, and the death of the wife is 
the other link. Both events must be considered together 
in any sound plan designed to transfer the largest amount 
of property to the children or grandchildren, with the 
least shrinkage enroute. This brings us back to one of the 
fundamentals of the young man’s first plan: everyone 
should have a will. That is still true as retirement ap- 
proaches. The will is the core and central document of 
most estate plans. Even though the owner has used other 
methods of estate transfer, the will is generally the princi- 
pal conduit through which the estate passes at death. 

Realizing this, the physician and his advisers will put 
not less but more thought into the periodic reviews of the 
plan and the will as retirement approaches. There are 
several good reasons for this. First, there will be a larger 
accumulation of property on which the will operates. Be- 
cause of this the effect of taxes and expenses will be 
greater and the need to minimize them by careful plan- 
ning more acute. Next, the experience acquired by the 
physician through making and revising earlier plans and 
wills should now make him better able to choose and 
adopt the plans best suited to his changing needs. The 
methods of transfer of property best suited to each bene- 
ficiary, whether directly or in trust for them, will receive 
careful consideration. The administrative clauses of the 
will, those which grant powers to the executor and trus- 
tee, and set up the framework within which they will ad- 
minister the estate, will be revised and amplified, creating 
more flexibility to meet unknown future conditions. 


THE BANK OR TRUST COMPANY AS EXECUTOR 

As the physician approaches retirement he will prob- 
ably give more thought to the choice of his executor and, 
if a trust is created in the will, to the selection of his 
trustee. In his earliest will he may have appointed his 
wife executor and, since the estate was small and the plan 
simple, this was a satisfactory choice. In later years, as 
property accumulated and problems became more com- 
plex, he may have realized that this “vote of confidence” 
in his wife was not only not good business judgment but 
was also unfair to his wife in placing a needless burden 
on her at a time of great emotional shock and stress. He 
may then have turned to a relative, or a professional col- 
league, or his lawyer to assume this important duty. Per- 
haps at some time during his career the physician has 
been called on to act as executor or administrator of the 
estate of a relative or professional colleague. If so, he 
will have a clearer concept of the qualifications and 
duties required to be a good executor. Few physicians 
can spare the time and effort required to do a good job 
as executor without serious interference with their prac- 
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tice and their own business affairs. That is one of the 
principal reasons why more and more are turning to the 
banks and trust companies to perform this important and 
highly specialized task for their estates and their families. 

As the business of administering estates and managing 
trusts has increased in complexity, the banks have 
broadened their services and trained their staffs to meet 
these responsibilities. Probably the key to the more ef- 
ficient work of the banks than of individuals in this field 
is “group judgment.” State and national bank laws re- 
quire a committee organization that vests responsibility 
in groups rather than individuals, and places the final 
responsibility for policy and major decisions on the 
board of directors. With such an organization in exist- 
ance and its members trained and experienced, the banks 
can bring to the administration of an estate or trust quali- 
ties that even the wisest and most sincere of individuals 
cannot offer. These qualities include permanence, con- 
tinuity, trained staffs, fulltime attention, experience, re- 
search facilities, financial responsibility, and impartiality. 
Being in this field, I have a natural prejudice in favor of 
the corporate executor and trustee. I have seen them 
work for several years, and seldom have I seen a situation 
in which an individual could have performed as well as 
the banks have done. The proof of this performance is the 
increasing acceptance of their services by business and 
professional men. As the physician reviews his estate 
plans at this stage, he should consult his lawyer especially 
about the choice of an executor and trustee. If he has 
lingering doubts or the all too common view that “trust 
services are Only for the wealthy—I can’t afford them,” 
he should talk to his banker and trust officer about costs. 
He will find any trust man willing to discuss costs frankly, 
in confidence, and without obligation. 

If the physician lives in a community where trust facil- 
ities are not available locally, he may still avail himself 
of these services without much inconvenience. Unfortu- 
nately there are many cities and towns where the banks 
have not gone into this field, but there are few centers of 
population in America that are more than one or two 
hours’ drive from a city that has a trust institution. It is 
not necessary that an executor or trustee be located in the 
same city as the estate owner or the beneficiaries in order 
to give efficient administration of an estate or trust. 


THE INDIVIDUAL AS EXECUTOR 


If, after weighing all the pros and cons, the physician 
decides upon an individual as executor, there are certain 
principles that he should have in mind as he makes his 


_ selection. First, he should choose a person younger than 


he is, for the obvious reason that the younger person will 
probably outlive him. Second, he should choose a person 
in whom he has complete confidence, not only as to his 
honesty, integrity, business ability and judgment, but also 
as to his personal qualities of fairness, impartiality, hu- 
man kindness, understanding, and willingness to devote 
to the task such time and effort as may be required, even 
at some sacrifice of personal interests. Third, he should 
by all means secure the prior consent of the person se- 
lected before appointing him. Fourth, he should recog- 
nize the fact that an individual executor may die or be- 
come ill or move away or otherwise become unable or 
unwilling to act before the estate is administered, and he 
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should select and appoint an alternate or successor ex- 
ecutor to act in this event. Lastly, (and this applies to 
corporate as well as individual executors) he should 
grant in the will ample powers to his executor to admin- 
ister the estate efficiently. In most states the powers 
granted by law to executors are somewhat limited, often 
requiring court approval of many administrative acts, 
which may increase the expenses and fees. It is now com- 
mon to grant several specific and general powers to the 
executor in a will, thus avoiding extra court work and 
expense. Many of these powers are not used in the or- 
dinary estate but, if a complex situation arises, the pos- 
session of adequate powers is invaluable. If the executor 
has the full confidence of the physician, there should be 
no hesitation in granting adequate powers to act. 


THE FIRST FUNDAMENTAL 


As the physician approaches retirement and looks 
back over the years of his practice, he will realize that 
his last estate plan should be his best plan. Each change 
made through the years has been motivated by a change 
in family or financial status, or by newly acquired knowl- 
edge and experience of the physician and his advisers. 
The fact that life insurance, property, investments, wills, 
trusts, and other parts of his plan require change from 
time to time should not disturb the estate owner. This 
does not mean that an earlier plan was not a good one. 
Rather it means that the estate owner and his advisers 
have performed their tasks well. Rigidity in an estate 
plan may be one of its worst faults. If an analogy may be 
drawn from the physician’s own field, when the clinical 
findings change, the physician places his patient on a 
different regimen. It is so with estate planning. Which 
brings a return to the first fundamental: estate planning 
is a continuing activity that ends only when the estate 
owner and his dependents are gone from the scene. 

As I bring this series of articles to a close, I cannot 
refrain from straying a little outside my main theme. This 
discussion has been confined to financial matters, the 
accumulation of property and the conservation of values, 
and the assurance of regular income for personal and 
family needs, things that might be called the necessities 
of life or creature comforts. There is another side to per- 
sonal and family planning for retirement and for eventual 
death. It might be called the psychological and spiritual 
planning and preparation for these major changes in the 
life of a family group. It is more ethereal than dollars 
and cents in estate planning, but, in the long run, it may 
be equally important. It is often said that a person must 
retire to something and not from something, that happi- 
ness in retirement is conditioned by the intelligent use of 
the leisure thus acquired. With the growth of retirement 
plans in industry and the increasing longevity of our 
population, this problem is receiving increased attention 
by many persons and groups.'* It would be worth while 
for the physician approaching retirement to turn his 
thinking in this direction and begin to plan for his avo- 
cation, his hobby and the use of his well earned leisure 
hours, as well as for his economic welfare and security. 


605 N. Michigan Ave. 
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CLINICAL NOTES 


DEATH FOLLOWING “TEST DRINK” OF ALCO- 
HOL IN PATIENTS RECEIVING ANTABUSE® 


Marvin C. Becker, M.D. 
and 


Gilbert Sugarman, M.D., Newark, N. J. 


In 1948, after observing the severe symptoms that fol- 
lowed the ingestion of alcohol in patients taking tetra- 
ethylthiuramdisulfide (antabuse*), Jacobsen and Hald, 
of Denmark, conceived the idea that this drug might be 
useful in the treatment of chronic alcoholism.’ These in- 
vestigators, associated with Martensen-Larsen and other 
co-workers,* subsequently reported in some detail the 
chemistry and pharmacology of tetraethylthiuramdisul- 
fide and their clinical results with 83 patients under treat- 
ment with this drug. These studies were received with 
much interest by the lay and medical press, and, as a re- 
sult, clinical investigation spread to other countries, such 
as Sweden, England, Canada, and, finally, the United 
States. The significant information available has been re- 
viewed by Glud,* Dale and Ebaugh,' and again by Jacob- 
sen and Martensen-Larsen.* Some of the short-term 
results have been promising, but long-term studies are 
still being anxiously awaited. It seems timely to temper 
the current trend of enthusiasm by highlighting a case in 
which death followed a “test drink” of 1 oz. of whiskey 
(15 cc. of alcohol) in a patient under initial tetraethyl- 
thiuramdisulfide therapy. As far as we have been able to 
determine, this is the first death in the United States to 
be reported. Only two previous deaths attributable to 
tetraethylthiuramdisulfide have been reported in the for- 
eign literature. 

REPORT OF A CASE 

G. J., a white man, 49, who had been a chronic alcoholic for 
approximately 30 years, was first seen in May, 1951, with a desire 
for the “new Danish treatment” for alcoholism, whigh he had 
read about in the newspapers. After the tetraethylthi disul 
fide treatment was explained, including its dangers, the patient 
still insisted on proceeding with the therapy. On May 28, 1951, 
after a week of sobriety, he was admitted to the hospital for 
complete study. There was nothing contributory in the past his- 

From the Beth Israel Hospital. 

The tetraethylthiuramdisulfide (antabuse®) was supplied by Ayerst, 
McKenna & Harrison, Ltd., under whose auspices clinical investigation of 
the drug is now being conducted in this country. 
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tory except an episode of esophagitis approximately six months 
previously, which had occurred after a prolonged drinking bout. 
Physical examination revealed only the following abnormalities: 
telangiectasia of the face, two spider angiomas on the anterior 
thorax, arteriovenous nicking on ophthalmoscopic examination, 
blood pressure recordings varying from 160/90 mm. Hg to 
180/110 mm. Hg, and a slightly enlarged prostate gland. Roent- 
gen studies of the chest and gastrointestinal tract revealed no 
abnormalities, except for slight irregularity of the esophagus sug- 
gestive of esophagitis. An electrocardiogram and exercise toler- 
ance test were normal. Complete blood studies, kidney function 
studies, liver function tests, and blood chemistry studies, includ- 
ing a dextrose tolerance test, were all well within normal limits. 

After this investigation, which revealed essentially a normal 
condition, except for the mild labile hypertension, the patient 
received the following dosage of tetraethylthiuramdisulfide: 2 
gm. the first day, 1.5 gm. the second day, 1 gm. the third day, 
and 0.50 gm. the fourth day. On the fourth day at 1:00 p. m. the 
first test dose of 1 oz. of whiskey was given under the strict 
supervision of a physician. A nurse was also in constant attend- 


rate 84, and the respiration rate 12 per minute. Within five min- 
utes the expected reactions of an acetone odor to the breath, pro- 
gressive flushing of the face and body, and conjunctival injection 


was now 100, and the respiration rate was 20 per minute. Within 
15 minutes there were complaints of nausea, palpitation, and 
shortness of breath. The blood pressure was 110/60 mm. Hg, 
the pulse rate 108, and the respiration rate 28 per minute. Five 
minutes later profuse diaphoresis, waxen pallor, and marked 
belching developed; oxygen was then administered by mask. At 
1:25 p. m. the patient was in a state of collapse, with a blood 
pressure of 86/50, a rapid, thready pulse and a respiration rate 
of 28 per minute. An intravenous infusion of 5% dextrose in 
isotonic sodium chloride solution was started, and the bed was 
placed on shock blocks. The next 40 minutes provided a harrow- 
ing experience for the patient and physician. During this time 
epinephrine (adrenalin®) phenylephrine (neo-synephrine®) hy- 
drochloride, and all other methods of combating shock were 
administered. By 2:15 p. m. the patient seemed to be responding, 
and by 2:30 p. m. he was definitely out of shock. The diaphoresis 
was gone, the blood pressure was 120/70 mm. Hg, the pulse rate 
80, and the respiration rate 18 per minute. At 3:00 p. m. (two 
hours after administration of the test dose) the patient vomited; 
this was followed by a marked improvement in the sense of well- 
being. The color was good, the heart sounds were of good 
quality, and the lungs were clear; the blood pressure was now 
140/70 mm. Hg, the pulse rate 84, and the respiration rate 16 
per minute. The patient said, “Go on home; I feel fine,” turned 
on his side, and fell asleep. A private nurse still remained in 
constant attendance, and his condition remained good until 
5:30 p. m. (four and one-half hours after the ingestion of 
whisky), when the patient suddenly turned on his back, became 
pale and dyspneic, and ceased breathing. All attempts at resusci- 
tation, including use of oxygen, artificial respiration, intracardiac 
injection of epinephrine, and cardiac massage were unsuccessful. 
An autopsy, which included examination of the brain, was per- 
formed one hour after death. 

Autopsy Findings—Gross and microscopic study of the or- 
gans revealed the following abnormalities, none of which could 
account for the patient’s death: (1) hypertensive and arterio- 
sclerotic heart disease, with cardiac hypertrophy and narrowing 
of the right coronary artery; (2) benign nephrosclerosis; (3) 
arteriolosclerosis of the liver, thyroid, and lungs; (4) pulmonary 
emphysema and fibrosis; (5) mild atherosclerosis of the pulmo- 
nary artery; (6) mild fatty degeneration and focal neutrophilic 
infiltration of the liver; (7) bilateral diffuse hyperplasia of the 
adrenal cortex; (8) marked muscular hypertrophy of the esopha- 
gus and mild acute esophagitis; and (9) mild nodular hypertrophy 
of the prostate. 

COMMENT 


The action of tetraethylthiuramdisulfide is based on its 
property of oversensitizing the body to alcohol. When a 
person takes a certain amount of tetrathylthiuramdisul- 
fide and then consumes alcohol, an excess of acetalde- 


ance. The initial blood pressure was 180/110 mm. Hg, the pulse , 


occurred. The blood pressure dropped slightly, the pulse rate . 
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hyde is produced in his body. This “acetaldehyde syn- 
drome” initiates a chain of rather unpleasant and at 
times alarming symptoms. After several test drinks of al- 
cohol the patient is placed on a maintenance dose of tetra- 
ethylthiuramdisulfide. The disagreeable memory of these 
“experience sessions” and the fear of a recurrence of 
these symptoms are the motivating forces conditioning 
the chronic alcoholic against drinking. The exact physio- 
logical action of the drug is unknown, but at present re- 
search seems to indicate that the drug acts as an antioxi- 
dant in the body, with more or less specific action on 
alcohol and its derivatives.® 

Briefly, the main signs and symptoms, which begin five 
minutes after ingestion of alcohol, consist of flushing of 
the head and neck, spreading downward later to cover 
the entire body. This is accompanied by a sensation of 
warmth and sweating. There is a hyperemia of the con- 
junctivas, dyspnea, hyperpnea, dizziness, severe head- 
ache, tachycardia, and a fall in blood pressure. The pa- 
tient often complains of palpitation, marked difficulty in 
breathing, and chest pain. Later he becomes nauseated, 
often vomits, and then falls asleep. More violent reac- 
tions are not infrequent. There may be convulsions, un- 
consciousness, and collapse. These reactions are very 
alarming to the patient as well as to the physician ad- 
ministering the treatment. The response to similar doses 
of alcohol in the same patient at different test periods is 
variable and unpredictable. Sensitivity to alcohol often 
increases with repeated medication.” 

Reports of Toxicity—Ferguson * was among the first 
to point out that the reactions following ingestion of alco- 
hol during tetraethylthiuramdisulfide therapy were much 
severer than previous reports had led one to suspect. He 
observed that once the reaction had started there was no 
certain method of controlling it and that under certain 
circumstances this reaction might constitute a real danger 
to life. These observations were confirmed by the work of 
subsequent investigators. Brown and Knoblock ° state: 
“The treatment regime is potentially dangerous in that 
the antabuse-prepared patient is subject to developing 
acetaldehyde in amounts sufficient to produce an acute, 
severe vascular collapse whenever he drinks alcohol.” 
They determined through experience that a patient 
should not be given more than 60 cc. of whiskey or its 
alcoholic equivalent in other beverages. Any amount in 
excess of this intensified the reaction up to a point of 
shock. In such cases it was found that the administration 
of oxygen usually promptly relieved these symptoms and 
at times was lifesaving. “The most dramatic and alarming 
features of such patients were the rapid fall in both sys- 
tolic and diastolic pressure along with a rapid, thready 
pulse accompanied by cyanosis and other signs of vaso- 
motor collapse.”* Thimann * noted that in some of his pa- 
tients apparently oversensitive to the drug, the ingestion 
of 8 to 16 cc. of alcohol caused circulatory collapse, ren- 
dering the patient pulseless, cyanotic, and unconscious. 
All his patients were healthy and had passed a rigid phy- 
sical examination before being given tetraethylthiuram- 


6. Brown, C. T., and Knoblock, E. C.: Antabuse Therapy in the Army: 
Preliminary Report of 50 Cases, U. S. Armed Forces M. J. 2: 191, 1951. 

7. Ferguson, J. K. W.: Antabuse, editorial, Canad. M. A. J. 60: 295, 
1949. 

8. Thimann, J.: Review of New Drug Therapies in the Treatment of 
Alcoholism, New England J. Med. 244: 939, 1951. 
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disulfide therapy. This, combined with a specialized med- 
ical and nursing staff, he writes, “explains the fact that 
there have been no fatal accidents to date.” Linden * re- 
ported a case in which death nearly occurred in a 56- 
year-old man undergoing tetraethylthiuramdisulfide ther- 
apy who had taken a moderate amount of alcohol. He had 
convulsions, was cyanotic, and moribund. The electro- 
cardiogram revealed a 2:1 auricular flutter. Recovery 
was complete in two hours. 

Two deaths have been reported in the foreign literature 
prior to the one reported here. Jones '’ was the first to 
report a death in Canada. This occurred in a 29-year-old 
ex-soldier, whose pretreatment physical examination 
findings were essentially normal. On the fifth morning 
following tetraethylthiuramdisulfide medication in the 
usual dosage, he was given only | oz. of rum (13 cc. of 
alcohol). Two hours after a very stormy course the pa- 
tient seemed well and was sleeping. The pulse rate was 
84 and the respiration rate 24. Twenty-five minutes later 
the patient ceased breathing and was pulseless and cya- 
nosed; all attempts to revive him failed. Postmortem ex- 
amination “left no doubt as to the cause of death, namely, 
an acute congestive right-sided cardiac failure, but gave 
little indication as to why this cardiac failure should have 
occurred.” ?° It was conjectured that a high acetaldehyde 
level might have been the cause. 

Jacobsen and Martensen-Larsen *” cite a case in which 
tetraethylthiuramdisulfide was given to a 60-year-old man 
in the middle of a heavy drinking period. He kept drink- 
ing, became unconscious, collapsed, and died the next 
day. About such an experience these authors mildly com- 
ment, “This shows that it is inadvisable to treat such pa- 
tients as outpatients.” Glud* mentions two cases reported 
in Denmark in which death occurred in patients with 
diabetes and later states that the relationship of the tetra- 
ethylthiuramdisulfide therapy to the deaths is open to 
question. In a study of 10 diabetic patients receiving 
tetraethylthiuramdisulfide therapy, no ill effects were 
noted on their well-being, blood sugar levels, or diabetic 
control.*! We, therefore, do not attribute these two deaths 
directly to the treatment. 

Glud * suggests that great care be exercised in the ad- 
ministration of tetraethylthiuramdisulfide to patients with 
(1) myocardial failure or coronary disease, (2) cirrhosis 
of the liver, (3) chronic or acute nephritis, (4) epilepsy, 
(5) goiter, (6) pregnancy, (7) drug addiction, (8) dia- 
betes mellitus, (9) asthma, or (10) disease of the hemo- 
poietic system or to those using paraldehyde. On the 
other hand, Glud’s conclusions, based on about 10,000 
cases, are that “antabuse is a relatively safe drug pro- 
vided care is taken in its administration and precautions 
are observed.” He also felt it was probable that as ex- 
perience was gained many of the precautions and labora- 
tory checks that are now essential may be dispensed with. 


9. Linden, L.: Complication with Antabuse, Svenska Likartidn 45: 
2469, 1948. 

10. Jones, R. O.: Death Following Ingestion of Alcohol in Antabuse 
Treated Patient, Canad. M. A. J. 60: 609, 1949, 

11. Jacobsen, Raby, and Lauritzen, quoted by Glud.* 

12. Gelbman, F., and Epstein, N. B.: Initial Clinical Experience with 
Antabuse, Canad. M. A. J. 60: 549, 1949. 

13. Macklin, E. A.; Sokolow, M.; Simon, A., and Schottstaedt, W.: 
Cardiovascular Complications of Tetraethylthiuramdisulfide (Antabuse) 
Treatment of Alcoholism, J. A. M. A. 146: 1377 (Aug. 11) 1951. 
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Jacobsen and Martensen-Larsen *” are even less cautious 
than Glud and state that “no absolute contraindications 
have been seen thus far” and that perhaps “some caution 
is necessary in persons with heart failure.” They go on 
to say that “among our patients we have several with 
cirrhosis, arteriosclerosis, diabetes or stomach ulcers. The 
treatment has not had any vicious effect on any of them.” 
Gelbman and Epstein '* in reporting their experiences 
felt that the first trial with alcohol “should be under con- 
trolled conditions,” either in a physician’s office or in a 
hospital, where medical aid and oxygen are immediately 
available. 

The patient in this report had complete clinical and 
laboratory studies, the results of which, except for mild 
hypertension, were within normal limits. The dose 
of tetraethylthiuramdisulfide was that usually recom- 
mended. A careful check demonstrated no errors in the 
administration of the drug. The test dose of alcohol was 
small and well within the amounts recommended in the 
literature. During the test the patient had constant med- 
ical and nursing care, with all emergency procedures 
available. In addition, he had a private nurse at his bed- 
side after he had apparently recovered from the initial 
reaction and had fallen asleep. Death came suddenly 
four and one-half hours after the ingestion of 1 oz. of 
whiskey. The exact immediate cause of death was not 
determined, and none of the pathological findings could 
be related to the tetraethylthiuramdisulfide-alcohol reac- 
tion. One might conjecture that the marked and pro- 
longed drop in blood pressure in a hypertensive patient 
caused coronary insufficiency that resulted in a sudden 
cardiac failure. It is possible that the reaction initiated 
an abnormal cardiac rhythm that caused the death. We 
have noted during tetraethylthiuramdisulfide-alcohol re- 
action various tachycardias and T-wave inversions 
throughout the precordial leads. Auricular flutter has 
been reported.° 

Macklin and his co-workers '* recently reported cases 
in which two patients had cardiac arrythmia, two electro- 
cardiographic evidence of myocardial ischemia, and one 
a myocardial infarction. These findings indicate that the 
drug when combined with alcohol is cardiotoxic. Perhaps 
this patient, who was under constant strain, as indicated 
by the hypertension, arteriolosclerosis, and hyperplastic 
adrenal glands, was unable to cope with the added stress 
of the “acetaldehyde syndrome” and adrenal exhaustion 
developed. This is all speculation, and we cannot state 
definitely that the combination of alcohol and tetraethyl- 
thiuramdisulfide was the direct cause of death in this 
person; yet it would be difficult to think that death was 
purely a coincidental occurrence in such a chain of ap- 
palling physiological reactions. It is interesting to note 
how similar were the modes of death in this case and that 
reported by Jones. Both patients seemed to have weath- 
ered a stormy reaction that lasted about two hours. Both 
fell asleep apparently well, and death came suddenly and 
unexpectedly in their sleep. 

Therapeutic Results.—It is of interest to review some 
of the reported clinical results with tetraethylthiuramdi- 
sulfide in order to evaluate this drug. Gelbman and Ep- 
stein '* state that the early results in a series of 55 alco- 
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holic patients reveal that 45 had not returned to their 
old drinking habits. These authors do not mention how 
long the patients were followed. Glud,* in drawing con- 
clusions from investigations on about 10,000 persons, 
gives no short-term or long-term statistics but only gen- 
eralizations as to the drug’s value. He emphasizes the 
need for psychotherapy in the form of group therapy 
somewhat similar to Alcoholics Anonymous and “close 
liaison between physician, relatives, friends, and social 
agencies.” He felt that tetraethylthiuramdisulfide is at 
most an adjunct to the therapy of the alcoholic patient. 
Jacobsen and Martensen-Larsen,*” in a study of 100 per- 
sons with alcoholism treated and observed for six or more 
months, felt that 52 could be considered as socially re- 
covered and 19 as much better. They state that “the 
medication must be combined with intensive psycho- 
therapy in order to obtain permanent results.” Thimann * 
in a recent article gives a statistical impression on a series 
of 35 patients: 9 (25.8% ) were abstinent for a two to 
twelve month period; 6 (17.1%) were abstinent for a 
two to nine month period with one relapse; 1 had two 
relapses in a 5 month period; 10 (28.5%) were out- 
right failures; and 9 (25.8%) could not be observed. 
Brown and Knoblock,® in a preliminary report on 51 
Army patients followed for 6 months or more, noted 
40% to be “bone dry” and socially recovered and about 
25% to be much improved and “mostly dry.” It was 
their impression that tetraethylthiuramdisulfide provided 
a partial solution to the problems of alcoholism peculiar 
to the Army. It is important to note that in none of the 
clinical reports mentioned are the previous drinking 
habits of the patients described. Were they sporadic 
drinkers? Were they continuous drinkers? Had they ever 
had episodes of abstinence before? If so, how long did 
these episodes last? These questions must be answered 
and taken into consideration in any critical evaluation of 
the treatment. 

In view of the necessity of obtaining a strong test re- 
action in order to teach the alcoholic patient aversion and 
in view, also, of the unpredictability of the reaction in a 
given patient, it seems much easier to advise care in the 
administration of the drug than to carry out this advice. 
The margin of safety is a question that must be answered 
in future investigations. In view of some of the alarming, 
near-fatal and fatal reactions that do occur and in view 
of the lack of a direct antagonist to the excess of acetal- 
dehyde, it appears wise not to be too enthusiastic. The 
profession should not minimize the effects of the drug 
and should consider it relatively dangerous and po- 
tentially fatal. We must await further controlled studies 
in which long-term results are reported. It is only then 
that the physician will be able to weigh the calculated 
risk against the chance of success. By making this drug 
available to all physicians prematurely, we might do 
more harm than good, possibly place a promising drug 
in disrepute, and subject ourselves to much unfavorable 
publicity and attack. It is certain that this treatment is 
not a panacea for all alcoholic ills. This is not a drug to 
be used in general practice and dispensed in maintenance 
doses like digitalis. At most it may be another tool, still 
unproved, for the psychiatrist or those willing to devote 
time to the care of the patient with chronic alcoholism. 
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SUMMARY 


Death following a “test drink” of 1 oz. of whiskey 
(15 cc. of alcohol) in a 49-year-old man receiving tetra- 
ethylthiuramdisulfide (antabuse®) for chronic alcohol- 
ism is reported. 


299 Clinton Ave. (Dr. Becker). 


OCCURRENCE OF LOW SALT 
SYNDROME DURING TREATMENT 
WITH CHLORAMPHENICOL 


Frank J. Catanzaro, M.D. 
Adrian M. Ostfeld, M.D. 


and 


Grace E. Bergner, M.D., St. Louis 


Chloramphenicol has been observed to cause diar- 
rhea.' We believe this to be the first reported case of salt 
deptetion resulting from diarrhea produced by the drug. 


REPORT OF A CASE 


Mrs. A. K., an 81-year-old housewife, entered the St. Louis 
City Hospital on Feb. 4, 1951, with the complaint of shortness 
of breath and cough for three days. In March, 1947, the patient 
had the first of a series of episodes of acute heart failure with 
severe dyspnea, orthopnea, and cough. Three similar episodes oc- 
curred during the next three years; the last, September, 1950, 
was So severe as to necessitate hospitalization. For the first time, 
she was given digitalis, which seemed to prevent a recurrence 
of acute symptoms until Feb. 1, 1951, when dyspnea and cough 
again developed and were accompanied now, for the first time, 
by noticeable swelling of both ankles. 

Past history revealed that the patient had taken a laxative 
every night for more than 50 years in order to produce a daily 
bowel movement. Her father died at 81 of “asthma and dropsy,” 
and her only sister died of “heart trouble” at 76. 

Physical examination revealed a thin, pale, old woman, who 
was sweating profusely and breathing laboriously. The tempera- 
ture was 98.6 F, pulse rate 92 per minute, respirations 28 per 
minute, and blood pressure 190/60. Her lips and nail beds were 
cyanotic. The veins of her neck and upper part of the thorax 
were engorged. Fine crackling rales were present at both lung 
bases, and the right base was dull to percussion. The heart was 
greatly enlarged to the left. Numerous extrasystoles, but no 
murmurs, were heard. There was slight pitting edema to the 
knees. 

Blood studies revealed a hemoglobin of 6.5 gm., 3,040,000 
red blood cells, and 9,100 white blood cells. Results of urinalysis 
were normal. The blood urea nitrogen was 9 mg. per 100 cc. 
The stools were positive for occult blood. She was given daily 
the following medications until her death: digitalis, 0.1 gm.; 
ferrous sulfate, 60 mg., three times daily; nicotinic acid, 50 mg.; 
thiamine hydrochloride 50 mg.; and ascorbic acid, 100 mg. Ad- 
ministration of potassium iodide, 0.5 gm. twice daily, was begun 
February 9, and an aminophylline suppository, 0.5 gm., was 
inserted nightly beginning February 11. A diet containing 1.5 
gm. of sodium chloride was ordered. 

Her course was stormy for the first eight days, three episodes 
of pulmonary edema occurring in that time. A single injection 
of mercaptomerin (thiomerin") sodium, 1 cc., given on Febru- 
ary 13, failed to produce diuresis. Her initial stool on February 
5 was loose and small in amount, but an enema on February 8 
and magnesia magma (milk of magnesia) on February 11 were 
required to prevent obstipation. 


From the Department of Internal Medicine, Washington University 
School of Medicine, and Unit I (Washington University), Medical Service, 
St. Louis City Hospital. 
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On February 13, she had a temperature of 100.4 F, after an 
episode of acute pulmonary edema. The white blood cell count 
was 12,000, with a slight left shift. Examination of the chest 
revealed no definite signs of pneumonia. Treatment with chlo- 
ramphenicol, 0.5 gm. every six hours, was begun that day. Her 
constant morning request for laxatives abruptly ceased on the 
1Sth: on the 16th she was found on morning rounds to be 
lying in a puddle of dark liquid stool. By the 17th she was having 
four to five voluminous watery stools per day. On the 16th blood 
chemical studies were made because of the severe diarrhea. 

The carbon dioxide-combining power and serum chloride 
were, respectively, 24.8 and 77 mEq. per liter; the blood urea 
nitrogen was 20 mg. per 100 cc. (see accompanying table). Blood 
analyses repeated on February 18 gave the following results 
(expressed in mEq. per liter): sodium 115, potassium 5, chlo- 
ride 75, and carbon dioxide 25,2 

On February 18 the patient was noted to be weak, drowsy and 
disoriented. That night, 300 cc. of 5% sodium chloride was given 
cautiously by vein and 24-hour urine collections were begun. 
Urinary chloride was so low as to preclude adrenal insufficiency; 
an eosinophil count on the 19th was 100 per cubic millimeter. 


Observations in the Reported Case 


Blood Uri- 
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2/19 4-6 2 ‘ 
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2/21 4-6 2 2.0 100 
2/22 4 2 126 3.8 91 194 42 
2/233 44) 2 
2/25 3 123 3.8 95 18.9 iin 8.5 100 
2/28 1 122 van o4 owas 38 17.0 100 
3/ 2 1 138 96 
3/ 6 133 5.2 a" ean 32 eae 75 
3/ 7 140 40 


For the next two weeks, 5% sodium chloride solution was 
given according to the following formula: 


ml. of 5% NaCl to be given intravenously — mEq. 
deficiency in Na or Cl « body weight in kg. x 0.234 ml. 


This formula is based on extracellular fluid volume and is 
acknowledged to correct deficits only partially, a procedure 
deemed desirable in the presence of heart failure. 

With 5% sodium chloride administration, the serum sodium 
and chloride rose to nearly normal levels. The diarrhea continued. 
On February 25, chloramphenicol therapy was discontinued be- 
cause the temperature had been normal for 48 hours. The diar- 
rhea was subsiding on February 27 and had stopped by February 
29. Daily therapy was continued, and on March 6, the serum 
sodium was 133 mEq. per liter and the blood urea nitrogen 32 mg. 
per 100 cc. Seventy-five cubic centimeters of 5% sodium chloride 
solution restored sodium and chloride to normal, and the patient 
seemed to be doing much better. However, late in the evening 
of March 9 auricular fibrillation, with a rate of 62, developed. 
On March 12, she suddenly sat up in bed, called to the nurse, 
and fell back dead. At no time during her hospitalization was 
she well enough to tolerate roentgenologic studies of the gastro- 
intestinal tract or proctoscopy. 

At autopsy, anatomical findings were deemed insufficient to 
explain the cause of death. There was a small, recent abscess 
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occupying about one-fourth of the left adrenal gland. The re- 
maining adrenal tissue was entirely normal, grossly and micro- 
scopically. The heart weighed 320 gm. and showed no evidence of 
old or recent infarcts. The coronary vessels were in surprisingly 
good condition. The lungs showed only slight congestion. The 
kidneys weighed 120 gm. each, and there was evidence of only 
slight arteriolar nephrosclerosis. With the exception of the coro- 
nary arteries there was moderate, generalized arteriosclerosis. 
The whole gastrointestinal tract was carefully checked and was 
found to be normal. The central nervous system was not 
examined. 


COMMENT 

The sequence leading to development of a low salt 
syndome in this patient is not difficult to trace. On ad- 
mission to the hospital she was placed on a low salt diet 
(1.5 gm.), of which she ate about a third. With chloram- 
phenicol administration and the resultant diarrheal loss 
of sodium chloride, a precipitious drop occurred in the 
serum electrolytes, with the development of the clinical 
manifestations of the low salt syndrome. 

Hypertonic saline administration intravenously as 
recommended by Schroeder * tended to correct the blood 
electrolytes. However, repeated administration was re- 
quired as long as diarrhea persisted. With the discontinu- 
ance of chloramphenicol therapy and the cessation of 
diarrhea, the electrolytes were more stable and more 
easily maintained. 

In general, chloramphenicol is described as being of 
low toxicity, though certain complications have been 
described, notably occasional nausea, vomiting, mild 
diarrhea, stomatitis, and vaginitis. The diarrhea is not 
always as mild as has been reported in the literature. In 
the patient capable of eating and drinking, this severe 
diarrhea may not seriously upset the electrolyte balance 
of the body. However, the debilitated patient with ano- 
rexia may rapidly become depleted of salt and water, 
particularly if the previous diet has been low in salt. Since 
observing the patient reported here, we have seen three 
other elderly women in whom diarrhea and the low salt 
syndrome developed while they were receiving chlor- 
amphenicol. 

CONCLUSION 

The low salt syndrome may result from diarrhea 
caused by the ingestion of chloramphenicol. 

114 N. Taylor Ave. (8) (Dr. Bergner). 

2. Schroeder, H. A.: Renal Failure Associated with Low Extracellular 


Sodium Chloride; the Low Salt Syndrome, J. A. M. A. 141: 117 (Sept. 
10) 1949. 


Errors in Prothrombin Time Determinations.—Alky! sulphate 
detergents, though not interfering seriously with most chemical 
routine tests in the clinical laboratory, interfere with prothrom- 
bin-time estimation because of their tendency to form insoluable 
calcium precipitates. Non-ionic detergents do not interfere with 
the prothrombin-time estimation. If non-soapy detergents can- 
not be avoided in cleaning glassware wanted for prothrombin- 
time measurement, a non-ionic detergent should be chosen, or all 
glassware washed with alkyl sulphates should afterwards be 
rinsed with dilute acid followed by tap water and distilled water. 
The use of the acid is recommended, not because it dissolves 
alkyl sulphates more easily than water but because it is washed 
out efficiently more easily, since remaining traces can be de- 
tected with indicators or by their taste. On the whole, it might 
be advisable, before accepting a non-soapy detergent, to test it 
in all laboratory procedures in which it might be used.—H. 
Lehmann, M.D., Non-Soapy Detergents and Prothrombin-Time 
Estimation, Lancet, Dec. 8, 1951. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


REPORT OF THE COUNCIL 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 

The Council wishes to express its appreciation for the valu- 
able cooperation and expert services of the Advisory Commit- 
tee on Ophthalmic Devices. The Committee members are Drs. 
David G. Cogan, William F. Hughes Jr., William C. Owens, 
Richard G. Scobee, and Kenneth C. Swan. 


Racpu E, De Forest, M.D., Secretary. 


MINIMAL REQUIREMENTS FOR ACCEPTABLE BETA 
RADIATION OPHTHALMIC APPLICATORS 


Applicators for beta radiation in ophthalmology are used for 
their superficial caustic effect. The source of beta radiation is 
usually either radium D (lead 210 with its decay products) or 
strontium 90. Applicators for this purpose, to be considered for 
acceptance by the Council on Physical Medicine and Rehabili- 
tation, must fulfill at least the following requirements: 

A. The description of the applicator and its output must in- 
clude: 

1. A statement of the identity of the radioactive components, 

with their half-lives. 

2. A statement of the quality of the emitted radiation with: 

(a) The ratio of beta to gamma radiation. 

(b) The energy of beta particles (maximum mev and aver- 
age mev). 

. Certification of the quantitative output of each applicator 
by the National Bureau of Standards or an equally quali- 
fied laboratory, other than that of the manufacturing 
company. 

B. Evidence of adequate experimental and clinical trials must 
be furnished to establish: 

1. The accuracy of the claims for output. 

2. The clinical advantages and disadvantages, including ease 
of application, therapeutic effects to be expected, and un- 
desired side-effects to be watched for. 

C. The promotional and instructional literature should con- 

tain: 

1. Information listed under A and B above. 

2. Statements indicating that discrimination and caution are 
necessary in the application of beta radiation to the eye. 


APPARATUS ACCEPTED 


The following additional product has been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclusion 
in Apparatus Accepted. A copy of the rules on which the Coun- 
cil bases its action will be sent on application. 


RALPH E. De Forest, M.D., Secretary. 


ULTRAFARADIC M-4 IMPULSE GENERATOR 


Manufacturer: The Ultrafaradic Corporation, 212 Cortland 
Ave., Winter Park, Fla. 

The Ultrafaradic M-4 Impulse Generator is an electrical de- 
vice designed to elicit muscular contractions by controlled 
shocks. It is housed in a metal case with a carrying handle, and 
has a sloping face panel. Unpacked, its over-all dimensions are 
20 (height) by 25 by 20 cm. (8 by 10 by 8 in.) and its weight 
is 4.8 kg. (14 lb.). Packed for shipment it measures 41 by 30 
by 25 cm. (16 by 12 by 10 in.) and weighs 6.3 kg. (17 Ib.). This 
shipping weight includes one active electrode with handle, two 
cellulose sponges, one multiple-conductor cord, one metal plate 
25 cm. (10 in.) square, and one metal leg strap. The device re- 
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quires a source of 60-cycle alternating current at 110 to 120 
volts, and it draws 25 watts. 

The apparatus generates impulses consisting of condenser dis- 
charges. The number of impulses per second and the voltage 
can be controlled by the operator. 
At the rate of six impulses per 
second the shocks elicit a corre- 
sponding succession of distinct 
twitches; the rate can be increased 
to elicit smoothly sustained te- 
tanic contractions. 

Electrophysiologic tests in an 
acceptable laboratory showed that 
this apparatus was a convenient 
and reliable means of eliciting 
contractions in normally inner- 
vated muscle, and that the con- 
tractions so obtained resembled 
those obtained by using the “fa- 
radic” current from an induction 
coil. The Council on Physical Medicine and Rehabilitation voted 
to include the Ultrafaradic M-4 Impulse Generator in its list 
of accepted devices as a device for stimulating muscles with a 
normal nerve supply. 


Ultrafaradic M-4 Impulse 
Generator 


COUNCIL ON FOODS 
AND NUTRITION 


ACCEPTED FOODS 


The following products have been accepted as conforming to 
the rules of the Council. 


JAMES R. WILSON, M.D., Secretary. 


Clapp’s Baby Food Division, American Home Foods, Inc., Rochester, 
New York. 


CLaApp’s STRAINED PEARS AND PINEAPPLE. Ingredients: pears pureed, 
crushed pineapple, sugar, and water sufficient for preparation. 

Analysis (submitted by manufacturer).—Total solids 18.54%, moisture 
81.46%, ash 0.31%, fat 0.43%, protein (N x 6.25) 0.35%, crude fiber 
0.92%, carbohydrate (by difference) 16.53%. 


Vitamins and Minerals Mg. Per 100 Gm. 


Calories.—0.71 per gram; 20.2 per ounce. 


Use.—For use in the feeding of infants, convalescents, and others re- 
quiring a soft diet. 


CLapP’s JUNIOR PEARS AND PINEAPPLE. Ingredients: pears pureed, crushed 
pineapple, sugar, and water sufficient for preparation. 

Analysis (submitted by manufacturer).—Total solids 18.39%, moisture 
81.61%, ash 0.34%, fat 0.31%, protein (N x 6.25) 0.35%, crude fiber 
0.97%, carbohydrate (by difference) 16.42%. 


Vitamins and Minerals Mg. Per 100 Gm. 


Calories.—0.69 per gram; 19.8 per ounce. 


Use.—For use in the feeding of infants, convalescents, and others re- 
quiring a soft diet. 
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THE SIDE DOOR TO SOCIALISM 


The medical profession and other groups interested in 
preserving what they call “the American way of life” 
have had to participate in head-on battles in recent years 
when enslaving health legislative proposals have been 
proposed. The health professions and their allies have 
been roundly criticized, often with accompanying mali- 
cious charges, by those whose attempts to socialize have 
been defeated. To say the least, the proposed legislation 
and the excitement that its announcement has raised, in 
each instance, have been widely discussed. Sometimes, 
however, when the excitement has died away after each 
successful defense of freedom and sound health proce- 
dures, some members of the population, including many 
in the health professions, have concluded that the battle 
is over and all that is necessary when health legislation 
looms on the horizon is for some few alert persons to 
occasionally sound a warning; they believe each proposed 
piece of legislation will be so obvious to all interested 
parties that there is nothing to do except wait for the 
warnings. 

Unfortunately, the battle between the would-be social- 
izers and those determined to prevent compulsory health 
measures dominated by a federal government does not 
permit such idle waiting. If there is room for improve- 
ment in the care of the sick the medical profession must 
be ever alert to the problem and must be constantly seek- 
ing ways to effect improvement, thus removing the source 
of argument by the socializers. Of equal importance, 
however, is the need for being constantly watchful for 
legislation that appears beneficial at first glance but that 
on careful reading is seen to contain proposals that offer 
an oblique approach to the control desired by the pro- 
ponents of compulsory health insurance. Apparently the 
latter believe that if it is impossible to storm into a house 
through the front door, where visitors are usually ex- 
pected, it may be easy to sneak in through a side door. 
Such an attempt was made recently when H. R. 7800 
was presented to the House of Representatives. 

This bill was introduced on May 12, 1952, and was 
referred to the House Committee on Ways and Means. 
Printed copies of the bill were not available until May 14. 
The committee considered the bill immediately and re- 
ported it favorably on May 16 without public hearings 
and with the request that the bill be acted on on Monday, 
May 19, under a suspension of the rules. Such a proce- 
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dure would deny free debate and prevent the introduction 
of amendments. 

H. R. 7800 is an omnibus measure that would pro- 
vide a variety of amendments to title 2 of the Social 
Security Act, as amended, which deals with Old Age and 
Survivors’ Insurance benefits. The chief provisions of the 
bill would (1) increase benefits to Old Age and Survi- 
vors’ Insurance beneficiaries $5 or 122%, whichever 
is the larger; (2) would allow credit of $160 per month 
for service in the armed forces; (3) permit workers past 
retirement age to earn up to $70 per month without loss 
of insurance benefits; and (4) freeze benefit rights for 
periods during which persons are permanently and totally 
disabled. The American Medical Association did not 
consider all of the liberalizing provisions of the bill but 
directed its attention to section 3 of the measure. 

This section deals with persons covered by the pro- 
visions of the Old Age and Survivors Insurance title of the 
Social Security Act who become permanently and totally 
disabled. It provides that any period during which a per- 
son becomes permanently and totally disabled shall be 
excluded from consideration in computing such person’s 
OASI benefits. 

If, for example, at the present time a person is covered 
for 30 years by the OASI provisions of the Social Secu- 
rity Act and earns a total of $72,000, his average monthly 


“wage” would be pee , or $200. This formula would be 


applicable even though for 10 of those 30 years the wage 
earner was permanently and totally disabled and did not 
earn any wages. The present bill would exclude from the 
elapsed years the 10 years of permanent and total dis- 


ability, with the following result: Moot , or $300. Inas- 
much as the average monthly wage is the prime factor in 
computing OASI benefits, it is apparent that a consider- 
able increase in benefits would result in these cases. 

The bill further provides that the Federal Security Ad- 
ministrator shall (a) determine what constitutes perma- 
nent and total disability; (b) establish the types of proof 
necessary to establish permanent and total disability; 
(c) provide by regulation when and where physical ex- 
aminations shall be taken; (d) be authorized to prescribe 
the examining physician or agency (including federal in- 
stallations); (e) establish the fees; (f) be authorized to 
pay travel expenses and subsistence incident to the taking 
of such physical examinations; and (g) have power to 
curtail OASI benefits because of noncompliance with 
regulations 


While this bill does not establish permanent and total 
disability benefits, it establishes the precedent and the 
framework for the adoption of such benefits in the future. 
In view of this dangerous precedent and the immediate 
control that section 3 of the bill would vest in the Fed- 
eral Security Administrator over a large segment of the 
population and the medical profession, the American 
Medical Association strongly opposed its adoption. 

It was decided by the Board of Trustees and the Com- 
mittee on Legislation that active opposition to this sec- 
tion of the bill should be registered by the American 
Medical Association and its component local medical 
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societies. Telegrams were, therefore, sent to every mem- 
ber of the House of Representatives, outlining the ob- 
jections of the Association to section 3 of the bill. In 
addition, the members of the Committee on Legislation 
alerted key personnel throughout the country who con- 
tacted their individual congressmen and voiced their op- 
position to the measure. 

Soon after the House of Representatives convened on 
May 19, the measure was brought out and the chairman 
of the Ways and Means Committee was the first speaker. 
After a debate of 40 minutes, the question of whether to 
suspend the rules was presented. A quorum of 290 mem- 
bers responded to the roll call, thus requiring a vote of 
194 to suspend the rules. The vote was 150 for the ques- 
tion and 140 opposed. Since those desiring suspension 
were not two-thirds of the number present and voting, 
the question was lost. 

At this time the bill remains alive and may be dis- 
posed of by the committee in one of several ways: (1) 
by deletion of the objectionable part; (2) by the holding 
of hearings and by amendments; (3) by being returned 
to the floor of the House open to amendment, or (4) by 
no further action being taken. 


Immediately after defeat of H. R. 7800, Representa- 
tive Reed introduced a substitute bill eliminating the 
controversial medical examination section and increasing 
permitted monthly income to $100. In reference to the 
Reed bill, Mr. Kersten declared on the House floor: “If 
the Fair Dealers prevent this Republican-sponsored bill 
from coming to the floor, they will be committing a fraud 
upon the aged and others who need these increases.” 

It should be made clear that the American Medical 
Association and the congressmen who opposed the pas- 
sage of H. R. 7800 under a suspension of the rules are 
opposed only to one section of the bill and the device 
adopted by its proponents. The increase of OASI benefits 
and the other liberalizing features of H. R. 7800 do not 
ordinarily fall within the province of the American Med- 
ical Association; however, the section dealing with per- 
manent and total disability does. 


A large number of the congressmen who opposed the 
passage of H. R. 7800 were as much opposed to the man- 
ner in which the measure was presented as they were to 
the substance of the questionable section. To introduce 
a bill and ‘railroad it through committee without public 
hearings and then to bring it up on the floor of the House 
under a suspension of the rules is an undemocratic 
method of considering legislation. It is certainly unneces- 
sary to resort to a device of this type in connection with 
the major portions of H. R. 7800. It is necessary, how- 
ever, if an attempt is being made to “slip through” a pro- 
posal that is in public disfavor. Section 3 of the bill falls 
into this latter category. 

Much publicity has been given to the defeat of this bill. 
Some of the statements have been coldly factual, others 
filled with more heat than facts. Some critics of the med- 
ical profession and of what it stands for have used this as 
another opportunity to try to smear the American Med- 
ical Association and arouse public antagonism; however, 
they have to resort so freely to innuendoes that their own 
words cannot give force to their contentions. Their state- 
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ments cannot offer much help to those who are clamoring 
for government control of medicai care. And yet these 
same persons and others like them can be expected to 
persist in their distortions and misrepresentations. They 
may be licking their wounds at this time, but they will re- 
turn to try again when an opportunity arises, even if they 
have to create the opportunity. Thus the medical profes- 
sion and others with an interest in these problems must be 
constantly alert to the most devious tactics, one of which 
is often the most successful in military battles—the flank 
approach. It has often been said that through piecemeal 
legislation the same objectives can be obtained as might 
be sought in a comprehensive bill. The significance of 
this observation can be seen in section 3 of H. R. 7800. 


MATERNAL AND PEDIATRIC CARE OF 
SERVICEMEN’S DEPENDENTS 


The obstetric and pediatric problems of the wives and 
children of servicemen again have become the subject of 
discussion by Congress. Hearings have been held by a 
committee of Congress relative to the need for the cre- 
ation of a federal program similar to the E. M. I. C. 
program of World War II. Primarily, the question at issue 
is, “Do the maternity and subsequent pediatric problems 
encountered by the wives of servicemen require special 
federal legislation—legislation national in scope?” 


To learn something in regard to these problems the 
Committee on Maternal and Child Care of the Council 
on Medical Service has conferred several times with 
representatives of interested national organizations. 
Little evidence was uncovered that would indicate the 
need for federal legislation; however, to obtain further 
and move specific information, the Council’s Committee 
and the research department of the Welfare Council of 
Metropolitan Los Angeles jointly sponsored a study in 
Los Angeles County. A summary of part | of the study, 
and its findings, together with a review of the Commit- 
tee’s activities, appear on page 597 of this issue of THE 
JOURNAL. Every effort has been made to obtain an objec- 
tive study. As Dr. Carter, research director, states, “The 
researchers have enjoyed complete freedom in developing 
the design for the study, for interview schedule construc- 
tion, and for analysis of results.” 


Part 1 of the study provides considerable factual in- 
formation and will, it is hoped, be useful to medical and 
social welfare agencies in assisting the wives of service- 
men. The study shows that these wives are receiving 
proper obstetric care and early prenatal care, and most 
are satisfied with the physician’s services and hospital 
facilities. It is evident from the informaticn reported that 
a great majority of the servicemen’s families are meeting 
maternity and similar medical problems as do the families 
of industrial and other workers. They encounter prob- 
lems, but the majority are managing satisfactorily, paying 
their own way, even though in some instances it requires 
careful planning, recourse to savings, and assistance 
from relatives. Just as with most employed persons out- 
side the service, a few hardships were encountered, but 
these were usually due to poor planning or none at all, to 
lack of information as to facilities available, to transpor- 
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tation difficulties, and to similar problems that national 
legislation would not eliminate. 

It is equally apparent that medical societies and local 
health agencies, including those in the “Red Feather” 
group, can be of much more assistance than they seem to 
be at present. Few of the wives interviewed were ac- 
quainted with local health facilities and services, and 
they did not know where to obtain such information. 
Better coordination between health agencies and of 
health services would have been helpful to many wives. 
Medical societies should know what health facilities and 
services are available and should provide the military 
and other agencies with such information. The military, 
the Red Cross, and the “Red Feather” agencies should 
see to it that such information is made available to any 
serviceman whom it might concern. 

The study emphasizes the need for more local effort 
directed toward the serviceman’s family. With this effort 
properly directed and coordinated, an even greater num- 
ber of such families can be assured of care without 
additional tax burdens or federal legislation. 


FISH BONES IN THE ESOPHAGUS 


It is commonly believed that roentgenologic examina- 
tion of fish bones lodged in the esophagus is of restricted 
value, because of the impression that fish bones are usu- 
ally transparent. A recent study by Goldman * strongly 
suggests that this belief is not justified. Analysis of data 
provided by 56 hospitalized patients, each of whom was 
suspected of having a fish bone lodged in the esophagus, 
revealed that direct roentgen visualization of the fish 
bone was possible in 30 of 40 patients in whom a foreign 
body was later found. In 39 of the 40 patients, the fish 
bone was located above the thoracic inlet, indicating that 
at this site fish bones should be visible roentgenologically 
if they are radiopaque; however, even radiopaque fish 
bones can be obscured by adjacent structures when they 
are lodged beneath the thoracic inlet of the esophagus. 

Bones of 21 varieties of fish indigenous to the north- 
eastern part of the United States were also studied roent- 
genographically following their immersion in a cervical 
phantom closely simulating the tissue density of the neck 
and superior mediastinum. As a result of this investi- 
gation, it is pointed out that fish bones whose radiopacity 
can be expected to be of diagnostic value are bass, cod- 
fish, flounder, fluke, gray sole, haddock, halibut, porgie, 
red snapper, sea bass, smelt, striped bass, and white 
perch. Fish bones that are less radiopaque include fresh 
salmon, smoked salmon, and yellow pike, while those 
either faintly or not at all radiopaque include bluefish, 
butterfish, mackerel, pompano, and trout. 

From the foregoing, it is apparent that the use of im- 
proved roentgenologic techniques can be helpful in prop- 
erly evaluating the clinical status of patients suspected 
of having fish bones lodged in the esophagus. Since many 
of these bones are highly radiopaque, greater reliance on 
roentgenologic diagnosis is warranted in these cases. 


1. Goldman, J. L.: Fish Bones in the Esophagus, Ann. Otol. Rhin. & 
Laryng. 6: 957 (Dec.) 1951. 

1. Butt, A. J., and Hauser, E. A.: The Importance of Protective 
Urinary Colloids in the Prevention and Treatment of Kidney Stones, 
Science 115: 308 (March 21) 1952. 
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PROTECTIVE COLLOIDS AND UROLITHIASIS 


When one considers the physicochemical relation- 
ships existing in urine, it is surprising that the formation 
of urinary calculi is not commoner. The solubility of some 
of the metabolites is relatively low, particularly at the pH 
that may exist in the urine. Attention has recently been 
called * to the part played by protective colloids in pre- 
venting the precipitation of urinary solutes around a nidus, 
thus initiating calculus formation. It has been shown that 
in both Negro and white subjects there is an inverse rela- 
tion between the incidence of urolithiasis and the presence 
of protective colloidal material. Surface tension measure- 
ments provide a good index of the effective action of 
protective colloids. In preliminary work, hyaluronidase, 
an enzyme releasing hyaluronic acid from its combina- 
tion, has been found effective when administered sub- 
cutaneously in saline solution in preventing the recur- 
rence of urinary calculi over a period of 11 to 15 months 
in 18 of 20 patients with a known tendency to rapid stone 
formation. Hyaluronic acid is a mucopolysaccharide of 
high molecular weight and acts as a strong dispersing 
agent and thus as a protective colloid. If the foregoing ob- 
servations are supported by further studies, the armamen- 
tarium of the urologist will be greatly extended. 


REGISTRATION UNDER THE HARRISON 
NARCOTIC ACT 


Physicians who are registered under the Harrison 
Narcotic Act or under the Marihuana Tax Act must ef- 
fect reregistration on or before July 1 to avoid a penalty. 
Each year, despite the annual warnings in THE JOURNAL, 
this requirement is overlooked by some physicians, and 
unpleasant consequences follow. Failure to register adds 
a penalty of 25% to the tax payable and, in addition, 
subjects the physician to the possibility of a fine not ex- 
ceeding $2,000 or to imprisonment for a maximum of 
five years, or to both. The commissioner of internal rev- 
enue has in past years given some tardy registrants the 
choice of paying sums by way of compromise, a pro- 
cedure authorized by law, or accepting criminal prose- 
cution. If this procedure does not produce the required 
promptness in reregistration, the commissioner will have 
no choice but to institute criminal prosecution. 


STILLBIRTH REGISTRATION IN 
CONNECTICUT 


Connecticut has recently enacted a law requiring still- 
birth registration for each “foetus born after a period of 
gestation of not less than twenty weeks, in which foetus 
there is no attempt at respiration, no action of heart and 
no movement of voluntary muscle.” Such acts will greatly 
improve vital records so important in studying fetal 
mortality problems. Uniformity of definition is essential 
for good statistical analysis of mortality records for the 
several states of the United States and the different na- 
tions of the world. It is encouraging to see trends toward 
improved state reporting through legislation of this type. 
Obstetricians in particular will be interested in the studies 
that can be made from data collected under the pro- 
visions of this law. 
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THE PRESIDENT’S PAGE 


A FAREWELL MESSAGE 


This is my final message to you as President of the American 
Medical Association. | am devoting it to a subject of primary 
importance to the profession, especially in this election year: 
“The Physician’s Role as a Citizen.” 

Most of us became citizens of the United States long before 
receiving degrees as doctors of medicine. After we retire from 
practice we still will be citizens. Our responsibility to our coun- 
try preceded our professional responsibilities and will continue 
after they have ended. Medicine is an absorbing career, but this 
fact must not be allowed to induce any of us to surrender our 
duties as citizens. 

Some physicians play vital roles in government. An English 
physician, John Locke, wrote the “Two Treatises on Govern- 
ment,” which greatly influenced the later democratic thinking 
of the founders of our republic. Dr. Benjamin Rush of Phila- 
delphia was one of the signers of the Declaration of Indepen- 
dence. A Virginia-born physician, Dr. James McClurg, was a 
delegate to the Constitutional Convention, At the present time 
six physicians are serving in the Congress of the United States. 

For most of us, however, citizenship be- 
gins at home. Our first concern is to see that 


project. This type of publicity is of great benefit to the profes- 
sion. The doctor who is active in public affairs, however, may 
find himself accused of “publicity seeking” or unethical activities. 
There are probably a few members of the profession who could 
be justly so accused, but they are easily recognized by the in- 
sincerity of their efforts and by the eagerness with which they 
leap into print. To castigate sincere, public-spirited physicians 
for participating in community activities injures not only these 
persons but the profession as well. It has been my experience 
that frequently those who throw stones are the ones who are too 
lazy or indifferent to accept such assignments. “Professional 
jealousy” too often is not on a purely professional basis. Phy- 
sicians must be able to accept the responsibilities of good citizen- 
ship in their communities without fear of reprisal by members of 
their own profession. As physicians we are dedicated to the 
service of mankind, and we should be able to accept civic as well 
as medical obligations. 

This same philosophy applies to politics. An active, intelligent 
interest in government is an inherent part of good citizenship. 
In these days of militant unrest abroad and 
corruption and socialist scheming at home, it 


the community in which we live is a good 
one. This may mean serving on the city 
council or the school board. It may mean 
joining with other physicians to examine 
school children at the beginning of the fall 
semester. Perhaps you like young persons 
and may choose to contribute to your com- 
munity by becoming a leader in programs 
designed for the youth. Many physicians are 
active in service clubs that concentrate on 
projects for civic betterment. There is hardly 
an organization today, from the American 
Legion to the P. T. A., that is not vitally 
interested in health and medicine. All wel- 
come the advice and cooperation of phy- 
sicians in their health activities. Paticipation 
by a physician in community life helps to 
improve the city in which he lives. It wins 
friends for the medical profession, because, 
in a community where the physicians work 
side by side with other citizens, they are not 
regarded as a “closed clique,” as being “selfish,” or feeling that 
they are “above it all.” Furthermore, such participation is a 
broadening and satisfying experience for the physician. 

Unfortunately, there are two factors that tend to keep phy- 
sicians from taking their proper place as leaders in their com- 
munities. The first is the belief that they are “too busy.” At 
the risk of being trite, I repeat that “if you ask the man who 
is busiest, he will find time to do it.” Being “too busy” is party 
an attitude of mind. It also serves as an excuse to escape from 
doing something that you do not wish to do. No physician is 
too busy for one civic project, yet many choose to neglect these 
community responsibilities, leaving them to other members of 
the profession who are already burdened with civic duties. 

The second factor that causes physicians to hesitate to become 
leaders in their communities is that they are afraid of criticism 
by their colleagues. Physicians who are active in local projects 
meet many persons who, of course, may later become their 
patients. It is natural for persons to call a physician whom they 
know when illness strikes. Physicians who are active in com- 
munity affairs also will receive some publicity from time to time. 
It will be announced in the local press when a physician is elected 
president of an organization or is in charge of some community 


is more than ever imperative that we play our 
role as citizens with vigor and courage. This 
crucial election year may well determine the 
future course of our country. Will it continue 
on the road toward socialism or can we turn 
back this trend before individual liberty, in- 
dividual responsibility, and individual oppor- 
tunity have been irrevocably lost? 

Were it not for the poor showing made 
by professional men and their families in the 
presidential election of four years ago, I 
would hesitate to mention the obvious neces- 
sity to register and vote. This is the first politi- 
cal obligation of each one of us. In addition, 
I believe physicians, as individuals and in in- 
formal groups, should play an active role in 
the functioning of the party of their choice 
and in political campaigns. As long as our 
country has a two-party system, the candi- 
dates will be chosen and the platforms de- 
termined by those who participate actively in 
political affairs. I hold no brief with those who profess they 
are “too good” to indulge in politics. The cooks who stir the 
political pot determine what kind of meal is served, and those 
who have refused to enter the kitchen have no right to 
complain when later they are forced to partake of an unpalatable 
repast. 

The year 1952 may well be a significant landmark in American 
history. | would remind you all in this crucial election year of 
the words of Edmund Burke: “All that is necessary for evil to 
triumph in the world is for enough good men to do nothing.” 
Let us not be in default. 

I wish to thank you for the opportunity of serving the pro- 
fession and the public as President of the American Medical 
Association. In the past two years I have visited 36 states, and, 
since I was inaugurated as your President last June, I have flown 
more than 130,000 miles. My experiences have made me prouder 
than ever of my profession, but at the same time I have become 
increasingly aware of the enormous obligations that rest on us as 
citizens as well as physicians. 


JoHN W. M.D., 
San Francisco, Calif. 
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ORGANIZATION SECTION 


A. M. A. STILL OPPOSED TO PAGE 
COMMITTEE RECOMMENDATIONS 


Following is an excerpt from the Secretary’s Letter, which is 
issued at frequent intervals by Secretary George F. Lull, for the 
officers and delegates of the American Medical Association, the 
officers of the state medical associations, and the secretaries of 
the county medical societies: 

The National Doctors Committee for Improved Federal 
Medical Services, Dr. Robert C. Page, chairman, recently has 
communicated with a number of physicians, recommending the 
adoption by state medical societies of a resolution which con- 
tains a paragraph asking “the American Medical Association to 
formulate amendments to the bill (S. 1140, 82d Congress) which 
would meet the Association’s objections, or suggest such com- 
promises as will clear the way for the adoption of the admittedly 
needed reorganization of federal medicine.” This latest com- 
munication of the National Doctors Committee is another at- 
tempt to confuse and divide the profession with respect to 
legislative recommendations for consolidation of health services. 

Whatever policy the House of Delegates of the American 
Medical Association may adopt in the future with respect to the 
inclusion of the hospitals of the armed services and the Depart- 
ment of Medicine and Surgery of the Veterans Administration 
in a federal Department of Health, the position of the Ameri- 
can Medical Association today is crystal clear and has been for 
years. It opposes the transfer of the hospital systems of the 
armed forces and the Veterans Administration to a federal De- 
partment of Health, and it therefore cannot endorse any bill 
proposing such a consolidation. The transfer of the armed forces 
hospital system in time of either war or peace could disrupt the 
medical career system of the armed forces and thereby seriously 
endanger the security of the nation. In any event, the fighting 
in Korea and the unsettled conditions in various parts of the 
world which have occurred since the preparation of the Hoover 
Commission Report, on which S. 1140 is based, render the report 
in this respect out of date or at least inapplicable at this time. 

Presumably the advocates of S. 1140 are opposed to the 
rapidly expanding program of medical care for veterans with 
non-service-connected conditions and the resulting necessity for 
new hospital construction. The incorporation of such facilities 
in a new and separate Department of Health would not remedy 
this situation. In addition, the amalgamation of such a huge 
hospital program with the United States Public Health Service 
could quite conceivably result in a relegation of the preventive 
health aspects of such a department to a secondary role. 

It is the belief of the American Medical Association that the 
best way to institute governmental economy in the use of funds 
and medical manpower is: 


A. To obtain a clear congressional definition of the 
extent of the government’s responsibility for fur- 
nishing medical care with particular reference to 
the treatment of veterans with non-service-con- 
nected disabilities and the dependents of service 
personnel; and 


B. To establish a federal board to control the distri- 
bution of beds among the several federal hospital 
services, to insure joint planning in the field of hos- 
pital construction and to determine the need and 
location of proposed new hospitals in the United 
States. 


Since the distribution of this letter, a new bill has been intro- 
duced, which, it is reported, substantially adopts the recom- 
mendation of the American Medical Association with respect 
to a federal hospitalization board. The bill will receive the con- 
sideration of the A. M. A.’s legislative committee as soon as it 
is available. 


ACTIVITIES OF A. M. A. SPECIAL COMMITTEE 
ON FEDERAL MEDICAL SERVICES 


On April 19, 1952, a memorandum addressed to Dr. George 
F. Lull by Dr. Frank G. Dickinson entitled “Should the Fed- 
eral Government Be Insured by a Private Insurer?” was pub- 
lished in THE JOURNAL, page 1426. In its research activities since 
that time, the Committee on Federal Medical Services of the 
American Medical Association has reviewed a report prepared 
in May, 1950, by Mr. Wendell Milliman and entitled “Report 
on the Practicability of the Proposed Subsidized Insurance Plan 
for Medical and Hospital Care of Non-Service-Connected Disa- 
bilities of Veterans.” 

Mr. Milliman, who was a consulting actuary at the time he 
prepared this report and is now Vice President in Charge of 
Group Insurance of the New York Life Insurance Company, was 
asked to consider the practicality as an insurance operation of 
the proposed plan for federally subsidized insurance of medical 
and hospital care of veterans with non-service-connected disa- 
bilities proposed by a resolution presented on Dec. 6, 1949, to the 
House of Delegates of the American Medical Association. 

In his report Mr. Milliman discusses, among other things, cer- 
tain problems incident to federal subsidization of health insur- 
ance plans that were not encompassed in Dr. Dickinson’s con- 
sideration of the question. The pertinent portions of Mr. Milli- 
man’s report in this regard follow. 


“Insurance” by a Governmental Agency 

The preamble to the resolution refers to the application of 
the principle of insurance to the financing of the cost of medi- 
cal care. The implication is that the methods proposed for pro- 
viding medical and hospital service for non-service-connected 
disabilities is insurance. Actually, two methods are proposed. 
First, the amendment to the Veterans’ Act proposed by the reso- 
lution would direct the Administrator of Veterans’ Affairs “to 
issue to each veteran eligible to receive such benefits a medical 
and hospital service contract with a benefit provision in an 
amount sufficient to cover the costs of (1) necessary hospitaliza- 
tion in a civilian hospital. . . .” It is further provided that the 
Administrator may, if he considers it feasible to do so, pur- 
chase “such contract from corporations engaged in the sale and 
administration of such contracts.” 

The term “insurance” is frequently used loosely, particularly 
with reference to proposals for social assistance. Insurance re- 
quires a pooling of funds paid by or on behalf of many indi- 
viduals who are exposed to the same or similar hazards from 
which funds the losses of those who are struck may be met. 
The proposal that the Federal Government meet the costs of 
treatment of the non-service-connected disabilities of veterans 
in civilian hospitals under a direct contract with each veteran 
is not insurance. One of the effects of insurance is present, that 
is, the individual who meets with the misfortune does not have 
to pay the costs of that misfortune. The essential element of 
insurance, however, is missing. The funds from which the cost 
is met do not come from payments made by or on behalf of 
the veterans eligible for the benefit. These funds come from gen- 
eral tax revenues to which the eligible veterans may or may not 
have contributed. 

This distinction between insurance and governmentally 
financed benefits is not made for the purpose of quibbling over 
definitions. It is an important distinction to bear in mind. The 
soundness of an insurance plan depends upon the adequacy of 
the premium or contribution required from the insured persons. 
The soundness “in the sense of ability to pay the promised bene- 
fits” of a plan of governmentally financed benefits depends upon 
the ability of the government to levy and collect sufficient taxes. 
The answer then to the question as to whether or not it is prac- 
ticable for the Government to contract with veterans to provide 
all or a portion of the hospital and medical care for non-service- 
connected disabilities in civilian hospitals is clear. It is practicable 
if sufficient tax funds are available. 
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Care should be taken to avoid calling such a plan insurance 
and it should be frankly recognized for what it is: a plan where- 
by the eligible veteran would be entitled to have the Govern- 
ment pay his hospital bill for non-service-connected disabilities 
in recognition of his military service. The use of the label “in- 
surance” for such a plan would be quite unfortunate. The idea 
of insurance is readily accepted by the public and the label “in- 
surance” is too frequently used by politicians to sugarcoat plans 
of governmental assistance. The apparent success of one plan 
of governmental “insurance” of hospital and medical benefits 
would doubtless be used as an argument for extension of gov- 
ernmental “insurance” to other classes of the population. 


Insurance Through Private Insurance Carriers 


The alternative contemplated by the resolution is the pur- 
chase of “a contract from corporations engaged in the sale and 
administration of such contracts. . . .” This alternative would 
involve bona fide insurance operations. The contracts which 
would be issued to veterans under this alternative would require 
the assumption of a risk by the private insurers in return for 
fixed premiums. 

There are many substantial problems which would have to 
be solved before this alternative could be used. Many of these 
problems will be discussed subsequently. It is obvious that no 
One person can say in advance that these problems can be worked 
out so that a sufficient number of private insurance carriers 
would be prepared to operate under the provisions of the plan 
to permit this alternative to become effective. On the other hand, 
it would take a bold person to say that any one of these prob- 
lems is insuperable. 

Based upon my past experience in somewhat parallel situa- 
tions I venture the opinion that it would be impossible to obtain 
a commitment from a substantial bloc of insurers to operate 
under the plan until the specific details of the plan have been 
worked out. Since many of the details would necessarily be sub- 
ject to the discretion of the Administrator of Veterans’ Affairs 
_it would be extremely difficult to have any assurance of finality 
even if specific details for the plan were spelled out at this time. 
Consequently, | would predict a very cool reception for this 
proposal on the part of the majority of insurers. 

Certain fundamental conditions would have to be satisfied 
before this alternative providing for purchase of contracts from 
private insurers could be put into operation. First, the Admin- 
istrator of Veterans’ Affairs would have to be satisfied: (1) That 
the coverage provided by the private insurers would be adequate 
to meet the specifications of the law, (2) that the cost of the 
insurance would be reasonable, and (3) that coverage would be 
available to all eligible veterans. The insurers, on the other 
hand, would have to be satisfied: (1) That the benefits to be 
provided can be defined clearly enough to be incorporated in 
a contract, and (2) that the premiums which they would re- 
ceive would be adequate to cover the benefits and expenses. 

In addition there are a number of substantial administrative 
problems which would have to be solved by the Administrator 
of Veterans’ Affairs and the insurers. Among these problems are 
the following: 

1. What types of carriers and what specific carriers would be 
acceptable? 

There are 84 Blue Cross plans operating in the continental 
United States and there are several hundred “commercial in- 
surance carriers.” In general Blue Cross plans and their Blue 
Shield affiliates confine their operations to individual states or 
to areas within a state. In some of these areas surgical and medi- 
cal benefits are available through Blue Cross plans, in others 
through Blue Shield affiliates, while in some areas no surgical 
or medical benefits are available through local Blue Cross or 
Blue Shield organizations. The “commercial” insurance com- 
panies operate on an interstate basis and many of them on a 
national basis. Many of these companies, particularly the larger 
ones, are mutual companies while others are stock companies. 

Most Blue Cross plans provide for the full cost of room and 
board care for a limited period in specified types of accommo- 
dations, with a partial indemnification of the cost of room and 
board care for continuing periods of hospital confinement. 
Charges for other hospital services are frequently limited. Blue 
Shield plans customarily pay for indemnity according to sched- 
ule for surgical care (and medical services, if included) without 
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an agreement on the part of the physician to accept such pay- 
ment as a complete payment for his services. The coverage pro- 
vided by “commercial” insurance companies is invariably of 
the indemnity type rather than service. (Since the date of this 
report some insurance companies have issued group hospital 
expense insurance contracts which cover the full cost of semi- 
private hospital care.) 

It would be forcefully contended that it is improper to single 
out either the Blue Cross-Blue Shield plan or the commercial 
insurance companies as the exclusive media for providing con- 
tracts under the proposed plan. On the other hand, the differ- 
ences in methods of operation between these two types of insur- 
ance companies are so great that it would be extremely difficult 
to encompass both under the same set of rules and regulations. 

2. What type of policies would be acceptable? 

The answer to the preceding question might narrow the range 
of this question but would not completely solve it. The policies 
issued by the various carriers fall into several categories and 
within each of these categories there is a great variety of policy 
forms. The broad categories of policies are as follows: 

(A) Individual policies sold by commercial companies. These 
policies are developed for sale by agents to individual policy 
holders. Because of the manner in which they are sold, the over- 
head expense is relatively high and the policies must contain 
restrictive provisions to offset the natural tendency of individuals 
to select adversely against the insurer. The cost of such policies 
and the restrictions which they contain would probably make 
them unacceptable under any plan such as is proposed. 

(B) Group policies sold by commercial carriers. These policies 
are designed to cover a group of individuals bound together by 
some common interest other than that of obtaining insurance. 
Usually the policy is issued to an employer to cover his em- 
ployees or to a union to cover members of the union. Typically, 
when hospital, surgical and medical benefits are included, the 
dependents of an employed person can be covered only if the 
employed person himself is covered. The premium for the in- 
surance is paid by the contracting party, that is, the employer 
or labor union, but may be offset in whole or in part by con- 
tributions towards the premium by the individuals insured. Some 
of the problems involved in adapting group insurance to this 
proposal are discussed later. 


(C) Individual policies sold by Blue Cross and Blue Shield 
plans. Most of the coverage now in effect in Blue Cross and 
Blue Shield plans is provided by policies issued to individuals 
who have subscribed to the insurance through their places of 
employment and where the premiums for the insurance are paid 
by payroll deduction. Many Blue Cross plans permit individuals 
under certain circumstances to purchase their contracts on a 
direct basis. 

(D) It is conceivable that some form of blanket policy to 
cover all of the eligible veterans in an area could be worked out 
area by area with insurers acceptable to the Administrator of 
Veterans’ Affairs. 

(E) Conceivably, a combination of coverage under group 
and/or Blue Cross-Blue Shield plans could be developed with 
a blanket policy, such as mentioned in the preceding paragraph, 
to cover those eligible veterans who are not covered under 
acceptable Blue Cross-Blue Shield or group policies. 

3. How would benefits be defined? 

It would be necessary to limit the type of hospital accommo- 
dations which would be available without charge to the eligible 
veteran. Some Blue Cross plans provide care in semi-private 
accommodations. Others limit care to ward accommodations 
while still others put a dollar limit on the daily charge for room 
and board accommodations. All group insurance plans written 
by commercial carriers provide room and board benefits on an 
indemnity basis. 

It would probably be accidental if the surgical schedule pro- 
vided by a Blue Cross-Blue Shield or commercial insurance 
carrier were the same as the fee schedule that now applies to 
veterans with service-connected disabilities treated in civilian 
hospitals. If benefits are to be provided on a service basis the 
insurers would undoubtedly require that they have contracts 
with those who will provide the service, namely, the hospitals 
and the physicians, to govern the charges to be made by them 
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for specified services. Such a requirement would make it very 
difficult, if not impossible, for commercial insurance carriers 
to qualify under the plan. 

4. How would existing coverage be integrated with the cover- 
age under this plan? 

The larger the group of veterans who would be eligible the 
more difficult this problem would become. A large proportion 
of our population is now covered under hospital and surgical 
contracts issued on a voluntary basis by private carriers. In most 
cases dependents of an employee can be insured only if the 
employee is insured. This requirement is a sound one in the 
normal operation of this business. Continuation of this require- 
ment under the proposed plan would mean that, unless the in- 
surer who would provide coverage for the veteran were the same 
as the insurer through whom the veteran carries insurance on 
his dependents, he would either have to carry duplicate coverage 
on himself or he would have to drop the coverage of his 
dependents. 

If a plan were worked out so that in some or all cases an 
eligible veteran could continue to carry his insurance with the 
private insurer with whom he is insured through his employer 
or labor union, it would, presumably, also be necessary to modify 
the coverage of these veterans so as to make it broad enough 
to meet the statutory requirements. This would require provid- 
ing different coverage tor different members of the same group 
of employees, and different coverage for the breadwinner than 
for his dependents. 

5. How would premiums be determined? 

The cost of hospital, medical and surgical benefits varies be- 
tween different sections of the country, and some Blue Cross 
plans have found it necessary to recognize variations in hospital 
costs within local areas. Overhead expense rates also vary from 
plan to plan. It would appear equitable to recognize at least 
the variations in such hospital and doctors’ charges, as between 
plans, in determining premiums to be charged to the Veterans’ 
Administration by the plans. A uniform premium rate for all 
plans would either require some carriers to operate at a loss or 
would provide for overpayments to other carriers, or both. 

If premiums were to vary from area to area, would the method 
used by the insurer in determining its premium rates for other 
purposes be acceptable or would a general formula be promul- 
gated by the Administrator which must be followed by all 
insurers? Would the premiums be subject to periodic redetermi- 
nation and, if so, would the experience used for this purpose 
be restricted to veterans covered under the plan or could a 
broader base be used? 


Very substantial difficulties would be encountered in getting 
general agreement on a basis for determination of premium rates 
and in my opinion it would be substantially impossible to obtain 
a basis that would be acceptable to both Blue Cross plans and 
commercial insurance companies. Some carriers might so fear 
the possibility of arbitrary action on the part of the Admini- 
strator in determining premium rates that they would be unwill- 
ing to participate in the plan even if all other aspects of the 
plan were worked out on an apparently satisfactory basis. 

6. What reports, if any, would insurers have to submit to the 
Administrator on the action on individual claims and what 
mechanism would be established for adjudication of disputes? 

7. How would eligible veterans establish their eligibility and 
how would the insurers be notified of the fact that they were 
insuring individuals not previously covered by them or that in- 
dividuals previously covered by them under some other plan 
were to be covered under the provisions of this plan? How 
would transfers of veterans from one area to another or from 
one employer to another be handled? 

Undoubtedly all of the problems outlined above could be 
solved if a single nation-wide insurer were to provide the cover- 
age. The use of a single private insurance carrier would not 
appear to serve the objectives which gave rise to the proposal 
that the Administrator of Veterans’ Affairs be authorized to 
purchase insurance and would seem to accomplish no useful pur- 
pose from the standpoint of the Government. 

If the number of potential insurance carriers is increased, the 
difficulty of working out practical solutions to the foregoing 
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problems is substantially increased. Furthermore, if one or more 
substantial classes of insurance carriers would be ineligible to 
provide coverage under the plan, particularly when the reason 
for such ineligibility arises from mechanical problems rather 
than from questions of real merit, the possibility of getting 
acceptance of the private insurer aspects of the proposal would 
be seriously jeopardized. 

I have outlined the major administrative problems which I 
foresee in the establishment of a plan for using private insurance 
companies to provide the benefits proposed by this resolution. 
It is my opinion that if a law were passed with the alternative 
provision permitting purchase of insurance from private insurers 
the difficulties which the Administrator of Veterans’ Affairs 
would encounter in obtaining an agreement as to (a) what pri- 
vate carriers would be acceptable, (/) the definition of cover- 
age, (c) the level of premium rates, and (d) the other problems 
outlined above, would be so great that he would be practically 
forced to disregard this authority and provide these benefits by 
direct contract with the Government. 


QUESTION AND ANSWER CONFERENCES 
IN SCIENTIFIC EXHIBIT 


A valuable contribution to graduate medical instruction will 
be the several question and answer conferences in the Scientific 
Exhibit at the Chicago Session. These conferences will be in- 
formal and intimate and will be held in small rooms holding not 
more than 200 persons each. Side arms on the chairs will make 
it easy to take notes. A detailed program has been arranged so 
that the conferences will cover their respective subjects thorough- 
ly, but ample time has been allowed for free discussion and 
questions. The conferences will run continuously each day from 
morning to night, even through the lunch hour. 


Cardiovascular Disease 

Cardiovascular disease is presented with the cooperation of 
the American, Illinois, and Chicago Heart Associations by a 
committee of which Louis N. Katz, M.D., Chicago, is chairman. 
An outstanding group of cardiologists will discuss some 40 phases 
of the subject. An exhibit symposium on cardiovascular disease, 
with 17 exhibits, will supplement the conference. Elaborate 
preparations have been made for the amplification of heart 
sounds in various abnormal conditions. 


Diabetes 


The subject of diabetes is presented with the assistance of the 
American Diabetes Association and the George F. Baker Clinic, 
New England Deaconess Hospital, Boston, under the chairman- 
ship of Howard F. Root, M.D., Boston. More than 50 topics are 
on the program for discussion. On Thursday afternoon a joint 
session will be held with the Conference on Overweight, Nutri- 
tion and Health. An exhibit symposium on diabetes will be 
shown in an area adjacent to the conference room. 


Overweight, Nutrition, and Health 

Overweight, nutrition, and health will be presented again this 
year with the cooperation of the American Dietetic Association, 
the Metropolitan Life Insurance Company, and the United States 
Public Health Service. James R. Wilson, M.D., Chicago, is chair- 
man of the committee. Fifty subjects will be discussed during 
the week, including the joint session with the diabetes group on 
Thursday. An exhibit symposium on overweight wil! also supple- 
ment the conference. 


NEW CHAIRMAN FOR SPECIAL 
EXHIBIT ON FRACTURES 


Owing to the death of Frederick A. Jostes, M.D., St. Louis, 
Gordon M. Morrison, M.D., Boston, will act as chairman of the 
Special Exhibit Committee on Fractures at the Chicago Session 
of the American Medical Association. Dr. Jostes had begun work 
on the program for the coming meeting, but when he became 
ill, it Was necessary for Dr. Morrison to assume the responsibility 
of completing the arrangements. 
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MEDICAL NEWS 


ALABAMA 


Society News.—At a recent meeting of the Alabama Association 
of Pathologists, Dr. Jasper D. Bush, Gadsden, retiring president, 
was appointed chairman of the executive committee. Dr. J. S. 
Peter Beck, Tuscaloosa, was elected president; Dr. Earl B. Wert, 
Mobile, vice-president; and Dr. Walter F. Scott Jr., Birmingham, 
secretary. 


Narcotic Violation.—Dr. Robert O. Norton, Louisville, was con- 
victed of violation of the federal narcotic law at Montgomery 
on Feb. 10. He was sentenced to a term of two years but was 
placed on probation for five years and fined $3,500. 


CALIFORNIA 


Personals.—Dr. H. James Hara, clinical professor of oto- 
laryngology, College of Medical Evangelists, Los Angeles, left 
recently for Japan where he was invited to lecture in Tokyo and 
Osaka. He was accompanied by his wife, Dr. Margaret E. Hara. 


University News.—Dr. William G. Donald, director of student 
health service and Cowell Hospital, University of California 
Medical School, has been appointed director of the university's 
new division of occupational health. Mr. Fred R. Ingram, chief 
engineer and assistant chief, Bureau of Adult Health, has re- 
signed from the state health department to become engineer 
administrator of this division, with the title of chief industrial 
health safety engineer. The division will be responsible for the 
on-the-job health of employees on all University of California 
campuses.—Wendell M. Stanley, Ph.D., chairman of the bio- 
chemistry department, University of California Medical School, 
Berkeley, gave the Sigma Xi Lecture at Tulane University of 
Louisiana School of Medicine, New Orleans, May 6. Drs. 
Abraham Schwartz and Jay H. McClellan, Los Angeles, have 
been named joint winners of the $150 Trudeau Award presented 
by the California Trudeau Society. 


Postgraduate Courses.—Stanford University School of Medicine, 
San Francisco, announces that postgraduate courses for prac- 
ticing physicians will be given Sept. 15-19 in internal medicine 
and therapeutics, general surgery and surgical anatomy, cardi- 
ology, general medicine, fractures and trauma to soft tissues, 
obstetrics and gynecology, dermatology, proctology, pediatrics, 
psychiatry, and arthritis and rheumatic diseases. Each physician 
may register for one morning and one afternoon course or one 
all-day course. Fee for the combination of morning and after- 
noon course or the all-day course is $75 (not covered by veter- 
ans’ educational benefits). Apply to the Dean, Stanford Univer- 
sity School of Medicine, 2398 Sacramento St., San Francisco 15. 


ILLINOIS 

Ophthalmologic Award.—The Chicago Ophthalmological Soci- 
ety announces that papers for the second award of $100 to be 
given by the Louis Bothman Memorial Fund, Inc., of Phi Delta 
Epsilon Fraternity, should be submitted to the secretary of the 
society, Dr. Gail R. Soper, 636 Church St., Evanston, not later 
than July 1. Those eligible are ophthalmolegists who are in 
resident training at present or who have completed training in 
the last six years. 


Chicago 

Gift to Medical School.—A check for $7,500, the proceeds of a 
recital given by Marion Anderson, was recently presented to the 
Chicago Medical School by the Faculty Wives’ Association, 
which sponsored the recital. The money is to be used for scholar- 
ships and research. 


Physicians are invited to send to this department items of news of general 
‘interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Prize in Industrial Medicine.—The Chicago Society of Indus- 
trial Medicine and Surgery offers an annual prize of $150 for 
a paper presenting original laboratory or clinical ideas or re- 
search data pertaining to industrial medical or surgical subjects. 
Any physician in the Chicago area who has received his medical 
degree within the last six years is eligible. The paper and award 
will be presented at the annual meeting of the society. For in- 
formation write to Dr. Burton C. Kilbourne, Chairman of the 
Committee on Awards, 180 N. Michigan Ave., Chicago 1. 


Society News.—The annual meeting of the Chicago Society of 
Industrial Medicine and Surgery will be held June 16 at 8 p. m. 
at the Palmer House, Chicago, under the presidency of Dr. 
John R. Merriman of Evanston. Dr. Burton C. Kilbourne, as- 
sociate in the department of surgery, Northwestern University 
Medical School, will speak on “Primary Closure of Skin De- 
fects: Indications and Technique,” and Dr. Emil D. W. Hauser, 
associate professor of bone and joint surgery, Northwestern 
University Medical School, on “Disorders of the Foot Following 
Injury.” All persons of allied medical groups are invited. 


Alumni Dinner.—On June 11 the Alumni Association of the 
University of Chicago School of Medicine will sponsor a faculty- 
students banquet at the Del Prado Hotel, 5307 S. Hyde Park 
Blvd. Dr. Victor Johnson, director of the Mayo Foundation, 
Rochester, Minn., will be the principal speaker. The program 
will include the presentation of gold keys to Anton J. Carlson, 
Ph.D., and Dr. Franklin C. McLean. Dean Lowell T. Coggeshall 
wili present the Borden Award, and Dr. Walter L. Palmer will 
speak briefly for the faculty. Friends and alumni of the Univer- 
sity of Chicago are welcome to attend. Tickets may be obtained 
from Dr. George V. LeRoy at Albert Merritt Billings Hospital, 
950 E. 59th St., Chicago, 37. 


Personals.—Dr. Matthew Taubenhaus was recently selected as 
a Claude Bernard Visiting Professor at the Institute of Experi- 
mental Medicine and Surgery, University of Montreal, in 
Canada. Dr. Robert L. Brown, previously on duty in the 
Army Surgeon General's Office, has joined the medical con- 
sultant service of the Armour Laboratories as an assistant 
medical director. Dr. Egon W. Fischmann will be honored 
at a testimonial dinner given by the faculty of the Chicago 
Medical School at the Sherman Hotel at 6:30 p. m., June 11. 
After 21 years as professor and chairman of the department of 
obstetrics and gynecology, Dr. Fischmann is retiring from active 
teaching and administration of the department. 


Koessler Fellowship.—The Jessie Horton Koessler Fellowship 
of the Institute of Medicine of Chicago will be available Sept. 1. 
This fellowship, for the aid of research in biochemistry, physi- 
ology, bacteriology or pathology, carries a stipend of $500 a 
year with the possibility of renewal for one or two years. Ap- 
plications must be approved by the head of the department in 
the aforementioned fields or by the director of a research in- 
stitute or laboratory in Chicago, and must stipulate that the 
recipient of the fellowship will be given adequate facilities for 
carrying out the proposed research. Applications will be received 
up to July 1, and should be sent in quadruplicate to Dr. Paul R. 
Cannon, Chairman of the Committee on the Jessie Horton 
Koessler Fund, 950 E. 59th St., Chicago 37. 


LOUISIANA 


France Honors Dr. Cassegrain.—The “Palmes Academiques” 
medal of recognition was recently presented by M. Lionel Vasse, 
consul general of France, to Dr. Octave Cassegrain, New 
Orleans, founder of France-Amerique de la Louisiane. The 
medal is bestowed in recognition of services leading toward 
better understanding of French culture in foreign countries. 


University News.—Walter S. Wilde, Ph.D., associate professor 
of Physiology, Tulane University of Louisiana School of Medi- 
cine, New Orleans, has been elected president of the university's 
chapter of Sigma Xi. Ernest C, Faust, Ph.D., William Vin- 
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cent professor of tropical diseases and hygiene in Tulane’s medi- 
cal school, recently spoke on schistosomiasis before the Portu- 
guese National Congress on Tropical Medicine in Lisbon. 
Dr. George E. Burch, head of the Tulane department of medi- 
cine, has been awarded a Guggenheim Memorial Foundation 
Fellowship for study of sickle cell anemia. Dr. Mary Eliza- 
beth Bass, emeritus professor of medicine at Tulane, will receive 
the Alumnae Achievement Award from the Women’s Medical 
College of Pennsylvania June 9 in Philadelphia. Dr. Bass retired 
from the Tulane medical faculty in 1941 after service extending 
from 1911. Dr. Edward T. Krementz of the Tulane medical 
faculty has been given an American Cancer Society award for 
the study of cancer detection methods. 


MICHIGAN 


Personal.—Henry F. Vaughan, Dr. P.H., dean, School of Public 
Health, University of Michigan, has been appointed consultant 
in public health and sanitary engineering to the Air Surgeon, 
Air Material Command. Dr. Vaughan was a sanitary engineer 
officer in the U. S. Army during World War I. 


Award for Tuberculosis Work.—The annual Bruce H. Douglas 
Award has been established by the Michigan Trudeau Society in 
honor of the late Dr. Bruce H. Douglas, commissioner of health 
for Detroit, who died in August, 1949. Dr. Douglas was a past 
president of the National Tuberculosis Association. The award, 
a bronze plaque, will be presented to an individual who has 
made an outstanding contribution in the field of tuberculosis 
treatment or control. In alternate years the recipient must have 
made at least a portion of his contribution in Michigan. 


Industrial Health Award.— Dr. Max R. Burnell, Flint, is winner 
of the annual William S. Knudsen Award for the outstanding 
contribution to industrial medicine. The honor is in recognition 
of his part in General Motors’ contribution of more than 
$1,500,000 to the University of Michigan to establish the In- 
stitute of Industrial Health. The recently activated institute is 
designed to promote research, education, and service in industrial 
medicine, health, and safety. Dr. Burnell, who has practiced in 
Flint since 1921, has been medical director of General Motors 
since 1949. 


NEW YORK 

Personal.—Dr. S. Beckett Lang, assistant commissioner of 
mental hygiene since 1941, retired to private practice June 1 
after 28 years in state service. He will continue his teaching 
affiliation at Albany Medical College, where he is associate 
professor of psychiatry. 


Organize Citizens Health Council.-—First steps in the organiza- 
tion of a New York State Citizens Health Council were taken 
at a meeting recently in Albany. Representatives of more than 
70 organizations interested in bettering the health of local com- 
munities through citizen participation were invited. M. P. 
Catherwood, dean, New York State School of Industrial and 
Labor Relations, Ithaca, presided. The outlook for improvement 
of community health was discussed by Dr. J. Stanley Kenney, 
New York, former president, Medical Society of the State of 
New York, from the viewpoint of the private medical prac- 
titioner and by Dr. William A. Brumfield Jr., Albany, from that 
of the professional pubiic health personnel. 


Public Aid Program.—A plan has been announced by Raymond 
W. Houston, acting state commissioner of social welfare, to co- 
ordinate the facilities of the State Department of Social Welfare 
and the State Department of Health in supervising and inspect- 
ing preventive and corrective health and medical services. Such 
services are provided for about 3,000,000 men, women, and 
children annually in New York State through the more than 
1,500 voluntary and public agencies and institutions in the state 
supervised by the State Department of Social Welfare. Of these 
3,000,000 medical, hospital, and dispensary patients, about 
1,100,000 are public charges, constituting the largest group of 
publicly aided persons in the state. Dr. I. Jay Brightman, as- 
sistant commissioner for medical services (welfare), is director 
of the new plan. 
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Society News.—The Medical Society of ‘the State of New York 
announces that Dr. Earl D. Osborne, professor of dermatology 
and syphilology, University of Buffalo School of Medicine, will 
address the Ontario County Medical Society on “Diagnosis and 
Treatment of Superficial Skin Cancer” at the Geneva Country 
Club, Geneva, June 10 at 7 p. m. On June 16 at 8:30 p. m. 
a symposium on “Low Back Pain” will be given for the Geneva 
Academy of Medicine at the Belhurst in Geneva. Dr. Thomas I. 
Hoen, director of the department of neurosurgery, New York 
University Post-Graduate Medical School, will discuss the neuro- 
logical aspects, and Dr. Walter Thompson, professor of ortho- 
pedic surgery, New York University College of Medicine, 
will consider the orthopedic aspects. These lectures are arranged 
by the state medical society in cooperation with the New York 
State Department of Health. 


New York City 


Radio Program.—The New York Academy of Medicine an- 
nounces that Dr. George A. Perera, associate professor of medi- 
cine, Columbia University College of Physicians and Surgeons, | 
will be the speaker June 12 at its postgraduate radio program. 
His topic will be “Endocrine Factors in Hypertension.” The 
program may be heard from 9 to 10 p. m. over station WNYC- 
FM—93.3 megs. 


Personal.—Drs. John F. Erdmann and Nathan B. Van Etten 
were the recipients of meritorious awards bestowed by the 
alumni of the New York University College of Medicine at their 
annual dinner May 20. Dr. Erdmann (class of 1887) has prac- 
ticed surgery in New York for more than 50 years. Dr. Van 
Etten (class of 1890), President of the American Medical As- 
sociation in 1940, was recently honored by the naming of the 
Nathan B. Van Etten Hospital, a 500 bed tuberculosis hospital 
now under construction in the Bronx. 


Aid for Alcoholics.— According to Mr. Julius Isaacs, former city 
magistrate and member of the committee on alcoholism of the 
Welfare and Health Council of New York City, homeless al- 
coholics in New York “will have their first real chance in 50 
years for rehabilitation” under the city’s program at Hart Island. 
The island’s facilities can be expanded to handle 2,000 men. An 
inventory of local resources will be taken by a group headed by 
Dr. Hubert S. Howe of the Academy of Medicine Health Com- 
mittee, and Dr. Herbert Pollack of Mount Sinai Hospital will 
direct consultation with local groups. 


NORTH CAROLINA 

MacNider Memorial Issue.—The April issue of the North 
Carolina Medical Journal is dedicated to the late Dr. William 
de Berniere MacNider, who died at Chapel Hill on May 31, 1951. 
Dr. MacNider was a member of the faculty of the University 
of North Carolina for many years. The papers in the memorial 
issue were contributed by nine of his colleagues on the basic 
science faculty of the medical school. 


TEXAS 


Nu Sigma Nu Lecture.—Dr. John R. Haserick of the Cleveland 
Clinic Foundation, Cleveland, recently delivered the Nu Sigma 
Nu Lecture at the University of Texas Medical Branch, Gal- 
veston, on “Lupus Erythematosis.” 


Gifts to University—Books and equipment valued at about 
$5,000 have been donated to the University of Texas Medical 
Branch, Galveston, from the estate of the late Dr. Malcolm K. 
McCullough, Dallas ophthalmologist. 


Laboratory Building Dedicated.—The Gail Borden Laboratory 
Building, dedicated at the graduation exercises of the University 
of Texas Medical Branch, Galveston, June 6, will provide library 
facilities for 100,000 volumes and laboratory and classroom 
space for the departments of biochemistry and nutrition, bac- 
teriology and parasitology, physiology, and pharmacology. It is 
named in honor of Gail Borden (1801-1876), pioneer Galveston 
nutritionist, publisher of the first newspaper in Texas and col- 
lector of customs for the port of Galveston under the Republic 
of Texas. Wendell H. Griffith, Ph.D., professor of biochemistry 
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and nutrition, University of California at Los Angeles, and Mr. 
Joe B. Frantz, Borden biographer, spoke at the dedication, and 
Dr. Isidor S. Ravdin, vice-president in charge of medical affairs 
at the University of Pennsylvania, spoke at the exercises. Cer- 
tificates of appreciation were awarded to graduates of the 
medical branch of more than 50 years of service. 


WEST VIRGINIA 


Personals.—Dr. Harry J. Manning, formerly of Elkins, has ac- 
cepted appointment as director of the department of radiology 
at the Spencer Hospital, Meadville, Pa. Dr. John S. Pearson, 
formerly of Huntington, is now serving as assistant medical di- 
rector for the John Hancock Mutual Life Insurance Company, 
Boston. 


Society News.—At the annual meeting of the West Virginia 
Public Health Association in Charleston May 8-10 Mr. Donald 
Lough, Williamson, was elected president; Dr. Henry C. Hunt- 
ley, Charleston, first vice-president; Miss Rose Minor, Charles- 
ton, treasurer; and Miss Annette King, Charleston, executive 
secretary. At a meeting of the West Virginia Health Officers’ 
Association, held in connection with the conference, Dr. Leon 
A. Dickerson of Charleston was reelected president. 


WISCONSIN 


Dr. Rasmussen Joins UCLA Faculty.—Dr. Aaron F. Rasmus- 
sen, formerly of the University of Wisconsin Medical School, 
Madison, has accepted appointment as professor of infectious 
diseases (virology) at the University of California at Los Angeles 
School of Medicine. He will serve as chief of the division of 
virology in the department of infectious diseases. 


Personals.—Dr. Francis D. Murphy, director, department of 
medicine, Marquette University School of Medicine, Milwaukee, 
received the annual medical alumni award from Marquette 
University March 29. Dr. Alexander M. MacKay has re- 
signed as chief of the anesthesia division of the department of 
surgery, University of Wisconsin Medical School, Madison, and 
will enter private practice on the West Coast. 


GENERAL 

Dr. Lull Gives Schwitalla Lecture.—Dr. George F. Lull, Chi- 
cago, Secretary and General Manager of the American Medical 
Association, recently delivered the third Alphonse M. Schwitalla 
Lecture, sponsored by Alpha Omega Alpha fraternity at St. 
Louis University. Dr. Lull spoke on “Medical Ethics—The 
Physicians’ Guide.” 


Proctologists Meet in Chicago.—The International Academy of 
Proctology invites all members of the American Medical As- 
sociation to attend its annual meeting at the Edgewater Beach 
Hotel, Chicago. Scientific sessions are scheduled for 9 a. m. to 
5 p. m., June 6 and 7, and motion pictures on surgery of the 
anus, rectum, and colon will be shown June 8. 


Course on Asphyxial Emergencies.—The Society for the Pre- 
vention of Asphyxial Death announces a course in laryngoscopy 
and intubation, of interest to obstetricians, pediatricians, oral 
surgeons, and others concerned with asphyxial emergencies. 
Classes will be held June 13-14 (Friday afternoon and Saturday 
morning) in the department of pathology, Cook County Hospital, 
Chicago. Instruction includes dog and cadaver practice. Ad- 
mission will be by application only. For information apply to 
Secretary, Society for the Prevention of Asphyxial Death, Inc., 
2 E. 63 St., New York 21. 


Academy to Have New Journal.—At a meeting in Cincinnati 
April 1 the American Academy of Obstetrics and Gynecology 
elected Dr. Carl P. Huber, Indianapolis, president; Dr. Robert 
A. Kimbrough Jr., Philadelphia, president-elect; Dr. Ralph A. 
Reis, Chicago, secretary; and Dr. Herbert E. Schmitz, Chicago, 
treasurer. Dr. Reis also was chosen to be editor of the academy’s 
new journal, which will be published monthly starting Jan. 1, 
1953. The next annual meeting of the academy will be held in 
the Palmer House, Chicago, Dec. 15-17. Information can be 
obtained from Dr. Reis, Secretary, American Academy of Ob- 
stetrics and Gynecology, 116 S. Michigan Ave., Chicago 3. 


MEDICAL NEWS 583 


Dangerous Cheese Seized by the Government.—More than 
6,000 Ib. of processed cheese was seized in Kansas City, Chicago, 
and San Francisco because the transparent wrappers had been 
treated with an injurious chemical, the U. S. Food and Drug 
Administration announced. The chemical, dehydroacetic acid, 
had been used to prevent growth of mold on the wrapped 
product. Government chemists reported it had penetrated the 
cheese. The toxicity of the chemical is said to be similar to that 
of carbolic acid. 


Laennec Society Offers Prize—The Laennec Society of Phil- 
adelphia awards an annual prize of $200 for the best paper 
submitted in any field related to diseases of the chest. This prize 
is open to undergraduates, interns, residents, and fellows through- 
out the United States. The work should be original. The society 
requests that the prize winning paper be presented at one of its 
regular scientific meetings. Five copies of the manuscript should 
be submitted, typed double-spaced and with wide margins, to 
the secretary of the society, Dr. Charles M. Norris, 3401 N. 
Broad St., Philadelphia 40, by Oct. 1. 


Meeting of Vascular Surgeons.—The Society for Vascular Sur- 
gery will hold its annual meeting in the north ballroom of the 
Conrad Hilton Hotel in Chicago, June 8, under the presidency 
of Dr. Alfred Blalock of Baltimore. Both sessions of the scien- 
tific program (at 9 a. m. and 2 p. m.) are open to the medical 
profession, but only members of the society may attend the 
luncheon executive session, which will be held in the north 
assembly room at 12:30 p. m. The afternoon session will be 
opened with the presidential address, “The Anatomy of Pul- 
monary Stenosis and Atresia with Comments on Surgical 
Therapy,” by Dr. Blalock and (by invitation) Drs. Thomas N. P. 
Johns and G. Rainey Williams of Baltimore. The banquet for 
members, wives and invited guests, which will be held in the 
north assembly room at 8 p. m., will be preceded by a cocktail 
party in private dining room No. 1 at 7 p. m. 


Traffic Safety Winners in 1951.—Colorado and Shaker Heights, 
Ohio, have been named grand award winners in the 1951 
National Traffic Safety Contest conducted by the National Safe- 
ty Council, in which all 48 states and 677 cities participated. 
There were 146 cities of more than 10,000 population and 601 
municipalities with populations between 5,000 and 10,000 with- 
out a traffic fatality in 1951. Massachusetts won first place among 
eastern states; Colorado among western states, in addition to 
winning the grand award; and Pennsylvania among the eight 
largest states, which are grouped separately because of their 
peculiar traffic problem growing out of large population and 
mileage. Cities which won first place in their various population 
groups were: Los Angeles; Washington, D. C.; Minneapolis; 
Seattle; Providence, R. I., and Rochester, N. Y. (tied); South 
Bend, Ind., and Berkeley, Calif. (tied); Kalamazoo, Mich.; 
Shaker Heights, Ohio; and Stillwater, Okla. 


Blood Irradiation Society Meets.—The American Blood Irradia- 
tion Society will meet June 7-8 at the Conrad Hilton Hotel, 
Chicago, under the presidency of Dr. Robert C. Olney of Lin- 
coin, Neb. The following papers will be presented: 

Valentina P. Wasson, George P. Miley, New York, Further Studies with 

U.B.1. in Rheumatic Fever. 

Charles L. von Pohle, Chandler, Ariz., Pneumococcic Meningitis. 

William H., Kenner, Chicago, Report on U.B.I. 

Emmanuel B. Woolfan, Hollywood, Calif., Infectious Hepatitis. 

Edward V. Madey, Chicago, Clinical Evaluation. 

Ivan T. Schultz, Humbolt, Iowa, Treatment of Threatened Abortion. 


Elmer W. Rebbeck, Pittsburgh, Controlling Systemic Infection Following 
Tooth Extraction. 


Ora L. Huddleston, Santa Monica, Calif., Clinical Observations. 


Robert C. Olney, Lincoln, Neb., Preventing Amputation for Diabetic 
Gangrene. 


Typhoid Outbreaks.—Dr. James R. McDowell of the Colorado 
Department of Public Health has reported three outbreaks of 
typhoid. The first outbreak consisted of 12 patients who had 
eaten at a church supper on Jan. 21. The typhoid organism was 
found in the feces of a 58-year-old woman who assisted in pre- 
paring the salad. 

The second outbreak (8 cases) occurred simultaneously with 
the first but was not related to it. Water samples from an open 
spring on two occasions revealed evidence of fecal contamina- 
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tion. The third outbreak occurred among five familial contacts. 
On April 7 a diagnosis of typhoid was made in a 19-month-old 
child, who had recently come to Colorado from Ohio. On April 8 
Salmonella typhosa was isolated from two adults and on April 
16 from two others. 


Dr. Arthur M. Washburn of the Arkansas Board of Health 
reports that since institution of the typhoid investigation and 
control program in 1938, 110 chronic typhoid carriers have 
been registered in the state. During about the same period the 
number of typhoid cases reported has declined from 645 in 1937 
to 82 in 1951. 


New Organization of Neurosurgeons.—The Congress of Neuro- 
logical Surgeons was organized a year ago. Requirements for 
membership provide only that the applicant shall have (1) either 
completed the formal training prescribed for entrance to ex- 
amination by the American Board of Neurosurgery, Inc., or 
(2) practiced neurosurgery for a sufficient period of time to 
have gained such professional esteem as to distinguish him as a 
competent practitioner who consistently does creditable work. 
The organization is designed to present the postgraduate type 
of educational program to the membership. Neurosurgeons in- 
terested in membership may communicate with Dr. Bland W. 
Cannon, Secretary, Congress of Neurological Surgeons, 1092 
Madison Ave., Memphis. The second annual meeting of the 
congress will be held at the Palmer House, Chicago, Nov. 6-8. 
Among the speakers will be Prof. Herbert Olivecrona of Stock- 
holm, Sweden; Dr. Albert Kuntz, professor of anatomy and 
director of the department of anatomy in the St. Louis Univer- 
sity School of Medicine; Dr. Edgar A. Hines, Mayo Clinic, 
Rochester, Minn.; Dr. Francis L. McNaughton of Montreal, 
assistant professor of neurology and neurosurgery in the McGill 
University Faculty of Medicine; and Dr. Harold G. Wolff, 
professor of medicine (neurology) and associate professor of 
psychiatry, Cornell University Medical College, New York. 


Diabetes Association Meeting.— The American Diabetes Associ- 
ation, meeting at the Drake Hotel in Chicago, June 7-8 under 
the presidency of Dr. Arthur R. Colwell, Chicago, has scheduled 
a joint meeting with the Endocrine Society, to be held in the Red 
Lacquer Room of the Palmer House on Saturday at 2 p. m. 
The Banting Memorial Lecture on “Insulin” will be delivered 
by Dr. Charles H. Best, director, Banting and Best department 
of medical research and the department of physiology, Univer- 
sity of Toronto, Canada. On Saturday at 7 p. m. there will be 
a banquet in the Gold Coast Room of the Drake. On this oc- 
casion presentation of the Banting Memorial Medal will be 
made to Dr. Robert Russell Bensley, professor emeritus of 
anatomy, University of Chicago School of Medicine, and the 
award to the Banting Memorial lecturer, Dr. Charles H. Best, 
will be presented by Dr. Elliott P. Joslin of Boston, honorary 
president of the association. 

The following panel discussions will be held at noon on Sun- 
day at the Drake Hotel: 

Factors in the Pathogenesis of Diabetes (Walton Room). 

Complications and Sequelae of Diabetes: Relation to Control (Gold 

Coast Room). 


Diabetic Acidosis and Coma: Prevention and Management (French 
Room). 


At the afternoon session in the Grand Ballroom there will be 
a symposium on “Lipoproteins in Diabetes Millitus.” 


Society Elections.—At the national meeting of the American 
Federation for Clinical Research, held in Atlantic City, N. J., 
May 4, Dr. James V. Warren of Atlanta was elected president; 
Dr. Stewart Wolf of Oklahoma City, vice-president; and Dr. 
Lawrence E. Hinkle Jr. of New York, secretary-treasurer. 
At the annual meeting of the American College Health Associ- 
ation held in Boston May 1-3, Dr. Max L. Durfee, Oberlin, 
Ohio, was elected president; Dr. Dana L. Farnsworth, Cam- 
bridge, Mass., president-elect; Dr. Leona B. Yeager, Evanston, 
Ill., vice-president; and Edith M. Lindsay, Ed.D., Berkeley, 
secretary-treasurer. At the annual meeting of the American 
Society for Clinical Investigation in Atlantic City May 5, Dr. 
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Eugene A. Stead Jr. of Durham, N. C., was elected president; 
Dr. Carl V. Moore, St. Louis, vice-president; and Dr. William 
M. M. Kirby, Seattle, secretary-treasurer. Dr. Stanley E. Brad- 
ley, New York, will be editor of the Journal of Clinical Investi- 
gation for the next five years. At the meeting of the Ameri- 
can Association of Pathologists and Bacteriologists, held in 
New York, April 10, Dr. William H. Feldman, D.V.M., Roches- 
ter, Minn., was eleeted president; Dr. James B. McNaught, 
Denver, vice-president; Dr. Alan R. Moritz, Cleveland, secre- 
tary, and Dr. Sidney Farber, Boston, treasurer. The next meeting 
of the association will be held in St. Louis, April 2-4, 1953. The 
topic selected for the symposium in 1953 is “The Modification of 
Structural Changes in Infectious Neoplastic and Other Diseases 
Following Use of Modern Chemotherapeutic Agents.” 


Science Writers’ Tour of Cancer Laboratories.—The American 
Cancer Society has given an accounting to the public of the 
more than $20,000,000 spent during the last six years for cancer 
research. It did this by sponsoring a two week tour of represent- 
ative Eastern and Midwestern laboratories by a dozen of the 
nation’s science writers. From Boston to Minneapolis, research 
directors threw open all doors to the science writers, spoke 
candidly of their plans and progress and extended a hospitality 
unprecedented in relations between scientists and science writers. 
The effort resulted in day-to-day running stories in major news- 
papers and news magazines throughout the United States. Few 
science writing ventures ever attained the lineage accorded this 
story of science’s attack against cancer. Coinciding with the 
start of the Cancer Society’s annual April campaign, the ac- 
counts had the effect of pointing out what America is getting 
for its cancer control dollar. Early campaign contributions in- 
dicated the nation was satisfied and will invest more money than 
ever in the fight against cancer. For the institutions visited, the 
tour was a unique experiment. An enormous variety of projects 
were unfolded during brief seminars and hurried visits to labora- 
tories. As many as a score of scientists were interviewed during 
a single day; and their interests ranged from nuclear physics to 
complex biochemical phenomena. A big question was whether 
the science writers could absorb this highly concentrated techni- 
cal information and present accurate and interesting stories 
about it. Clippings show that they did. Pat McGrady, science 
editor of the American Cancer Society, who led the group, said 
that the experiment was new for the science writers, too. For 
them it was a continuous race—early morning rising in hotel 
rooms or trains, taxis to institutions, the parade of investigators 
before them outlining their work, mass conferences over lunch 
tables, the race to telegraph and telephone facilities to give their 
stories tO morning newspapers, and writing their stories for 
afternoon newspapers during the train ride to the next point. 
And, next day (even Sunday) the same routine all over again— 
with new names, new faces, new surroundings, and new work. 
Three of the science writers who had been with Admiral Byrd 
at the South Pole agreed that the “tumor tour” was more ardu- 
ous than the Antarctic expedition. Cities visited included Boston 
(Harvard Medical School, Massachusetts General Hospital, 
Massachusetts Institute of Technology, Polaroid Corporation), 
New York (Memorial Cancer Center, Sloan-Kettering Institute, 
Columbia College of Physicians and Surgeons, and Delafield 
Hospital), Philadelphia (Institute for Cancer Research), Balti- 
more (Johns Hopkins Hospital), Washington (National Cancer 
Institute, Chemical Biological Coordination Center, George 
Washington University, and Georgetown Medical School), Chi- 
cago (University of Chicago and University of Illinois medical 
schools), Madison (University of Wisconsin Medical School), 
and Minneapolis (University of Minnesota Medical School). 
Science writers who made the tour were: Alton Blakeslee, Asso- 
ciated Press; Earl Ubell, New York Herald-Tribune; William 
Manchester, Baltimore Sun; Charles Einstein, International News 
Service; Wadsworth Likely, Science Service; Roy Gibbons, Chi- 
cago Tribune; Victor Cohn, Minneapolis Tribune; Thomas R., 
Henry, Washington Star; Marguerite Clark, Newsweek; Jules 
Billard, Pathfinder; William White, Look; and Arthur J. Snider, 
Chicago Daily News. Local science writers joined the group in 
each of the cities visited. 
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FOREIGN 


Prize for Work on X-ray Therapy.—A David Anderson-Berry 
silver-gilt medal, together with a sum of money amounting to 
about £100 ($281) will be awarded in 1953 by the Royal Society 
of Edinburgh to the person who, in the opinion of the council, 
has recently produced the best work on the therapeutic effect 
of x-rays on human diseases. Applications for the prize may be 
based on both published and unpublished work and should be 
accompanied by copies of relevant papers. Materials must be in 
the hands of the General Secretary, Royal Society of Edinburgh, 
22 George St., Edinburgh 2, by March 31, 1953. 


Plague Control in Northern India.—An investigation into the 
carry-over of plague infection from year to year will be under- 
taken by a special team working in various plague spots of Uttar 
Pradesh (United Provinces), Northern India, in 1952 and 1953, 
as the result of an agreement recently signed by the Government 
of India and the World Health Organization. The project is 
designed: (1) to detect and delimit the areas where plague is 
endemic; (2) to study the causes of this edemicity in compara- 
tively isolated areas; (3) to investigate how the infection spreads 
outward from these endemic areas and to determine the factors 
favoring the spread of the infection. According to official figures, 
the toll of plague in Uttar Pradesh has steadily decreased over 
the last 40 years from 332,000 deaths in 1911 to 81,000 in 1928, 
§1,000 in 1947, and 10,000 in 1950, but still remains entrenched 
in a number of centers. 


MEETINGS 


American Medical Association, Chicago, June 9-13. Dr. George F. Lull, 
§35 North Dearborn St., Chicago 10, Secretary. 


AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., June 19-21. Dr. Norris J. Heckel, 122 South 
Michigan Ave., Chicago 3, Secretary. 


AMERICAN HEARING Society, Chicago, June 28. Mrs. Francis E. Lee, 817 
14th St. N.W., Washington 5, D. C., Secretary. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, Chicago, June 8. Dr. Lucille 
Marsh, 1168 Briarcliff Road, N.E., Atlanta, Ga., Corresponding Secre- 
tary. 

AMERICAN ORTHOPEDIC ASSOCIATION, London, England, June 30-July 4, 
Dr. C. Leslie Mitchell, Henry Ford Hospital, Detroit 2, Secretary. 


AMERICAN RapIUuM Society, Chicago, June 8. Dr. John Wirth, 635 Herki- 
mer St., Pasadena 1, Calif., Secretary. 


AMERICAN UROLOGICAL ASSOCIATION, Chalfonte-Haddon Hall, Atlantic 
City, N. J., June 23-26. Dr. Charles H. deT. Shivers, Boardwalk 
National Arcade Bldg., Atlantic City, N. J., Secretary. 


AMERICAN VETERINARY MEDICAL ASSOCIATION, Ambassador Hotel, Atlantic 
City, N. J., June 23-26, Dr. J. C. Hardenbergh, 600 South Michigan 
Ave., Chicago 5, Executive Secretary. 

IDAHO STATE MEDICAL ASSOCIATION, Sun Valley, June 15-18. Dr. Robert S. 
McKeon, 305 Sun Bldg., Boise, Secretary. 


MAINE MeEpicaL ASSOCIATION, Samoset Hotel, Rockland, June 22-24. Mr. 
W. Mayo Payson, 142 High Street, Portland 3, Executive Secretary. 


MeEpIcAL Liprary Association, Lake Placid Club, Lake Placid, N. Y., 
June 24-27. Miss Caroline Riechers, 1758 West Harrison St., Chicago 12, 
Secretary. 


Post GRADUATE Mepicat ASSEMBLY OF SOUTH Texas, Shamrock Hotel, 
Houston, July 21-23. Dr. C. A. Dwyer, 229 Medical Arts Bldg., Hous- 
ton, Secretary. 


SociETY FOR VASCULAR SURGERY, Chicago, June 8. Dr. George D. Liily, 
331 Ingraham Bldg., Miami 32, Fla., Secretary. 


Upper Peninsuta Mepicat Society, Country Club, Iron Mountain, Mich., 
June 27-28. Dr. E. Theodore Palm, 412 Superior Ave., Crystal Falls, 
Mich., Secretary. 


West VIRGINIA STATE Mepicat ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, July 24-26. Mr. Charles Lively, P. O. Box 1031, Charles- 
ton, Executive Secretary. 
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INTERNATIONAL 


AUSTRALASIAN Mepicat ConGress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, General Secretary. 

COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS CONFERENCE, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.1, England, Sec- 
retary General. 


CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Leyden, Nether- 
lands, July 7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Nether- 
lands, Secretary. 

EUROPEAN CONGRESS OF CARDIOLOGY. University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, England, Secretary. 


EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4. Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 

JNTERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

JNIER-AMERICAN CONGRESS OF PUBLIC HEALTH, Havana, Cuba, Sept. 27- 
Oct. 1. Pan-American Sanitary Bureau, 2001 Connecticut Ave., Wash- 
ington, D. C. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-8, 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Paris, France, July 21-27. 
Prof. Jean Courtois, 4, Avenue de l’Observatoire, Paris 6°, France, 
Secretary. 


INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPHILOLOGY, London, 
England, July 21-26. Dr. Gordon B. Mitchell-Heggs, 5, Lisle St., 
London, W.C.2, England, General Secretary. 

INTERNATIONAL CONGRESS OF DIETETICS, Royal Tropical Institute, Amster- 
dam, The Netherlands, July 7-11. Miss Diane J. Ten Haaf, Educational 
Rureau of the Nutritional Council, 42 Koninginnegracht, The Hague, 
Netherlands, General Secretary. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Rio de Janeiro, 
Brazil, Aug. 24-30. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 
11, Hlinois, Executive Secretary. 

INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 

INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Palais de la Mutualite, 
Paris, France, June 9-14. Secretariat General, 6 Square Desaix, Paris 
XV°, France. 


INTERNATIONAL CONGRESS OF THE HiIstoRY OF MEDICINE, Nice-Cannes, 
France, and Monaco, Sept. 8-18. Dr. F. A. Sondervorst, 124 Avenue 
des Allies, Louvain, Belgium, Secretary-General. 

INTERNATIONAL CONGRESS ON HyDATID Disease, Santiago, Chile, Nov. 21- 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 

INTERNATIONAL CONGRESS ON Mepicat RecorDs, London, England, Sept. 
7-12. Miss Gwen Perkins, 120 C Street S.E., Washington, D. C., Chair- 
man, 

INTERNATIONAL CONGRESS OF MEDICINE AND Sport, Paris, France. May 29- 
June 1. Prof. Chailley-Bert, 1 rue Lacretelle, Paris 15°, France, Chair 
man, 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 . 168th St., New York, N. Y., U. S. A,, 
Secretary General. 

INTERNATIONAL CONGRESS OF Puysicat Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

INTERNATIONAL CONGRESS OF PHYSIOPATHOLOGY OF ANIMAL REPRODUCTION 
AND ARTIFICIAL INSEMINATION, Copenhagen, Denmark, July 7-10. Prof. 
Ed. Sorensen, The Royal Veterinary and Agricultural Coilege, Bulow. 
svej 13, Copenhagen V, Denmark. 

INTERNATIONAL CONGRESS OF UROLOGY, The Waldorf-Astoria, New York, 
N. ¥., U. S. A., Sept. 15-18. Dr. John A. Taylor, 2 East 54th St., New 
York, N. Y., U. S. A., Secretary-General. 

INTERNATIONAL Society OF GEOGRAPHIC PATHOLOGY, Liége, Belgium, July 
18-18. Dr. Fred C. Roulet, Habelstr. 24, Basei, Switzerland, Secretary 
General. 


INTERNATIONAL UNION AGAINST TUBERCULOSIS, Rio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Blvd. St. Michel, Paris 6e, France, 
Secretary-General. 

NEURORADIOLOGIC SyMPOs!IUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock+ 
holm K., Sweden, Secretary. 


Woritp MEDICAL AssociaTION, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary Genera! 
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EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 24-26, 1952. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery 4. 


ALASKA:* Examination. Juneau. On application in other towns where 
there are board members. Reciprocity. On application. Sec., Dr. W. M. 
Whitehead, Box 140, Juneau. 


ArIzoNA:* Examination. Phoenix, July 15-17. Reciprocity. July 19. Sec., 
Dr. J. H. Patterson, 316 W. McDowell St., Phoenix. 


ARKANSAS:* Examination. Regular. Little Rock, June 19-20. Sec., Dr. Joe 
Verser, Harrisburg. Homeopathic. Little Rock, June 10-11. Sec., Dr. 
Carl S. Bungart, 105 N. 14th St., Fort Smith. Eclectic. Little Rock, June 
§-6. Sec., Dr. Frank C. Smith, 2301 Broadway, Little Rock. 


CALIFORNIA: Written. San Francisco, June 23-26; Los Angeles, Aug. 18-21; 
Sacramento, Oct. 20-23. Application must be received at least two weeks 
prior to date of examination. Oral for Reciprocity Applicants. San Fran- 
cisco, June 21; Los Angeles, Aug. 16; San Francisco, Nov. 8. Applicants 
are requested not to arrange to come to an oral examination until they 
receive notice from the Credentials Committee. Oral and Clinical for 
Foreign Medical School Graduates. San Francisco, June 22; Los Angeles, 
Aug. 17; San Francisco, Nov. 9. Sec., Dr. Frederick N. Scatena, 1020 
N St., Sacramento. 

CoLorapo:* Examination. Denver, June 10-12. Final date for filing appli- 
cation was May 12. Reciprocity. Denver, July 8. Applications accepted 
through June 9. Sec., Dr. Samuel H. Brown, 831 Republic Bldg., 
Denver. 


Connecticut:* Regular. Examination. Hartford, July 8-9. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic. Derby, July 8-9. Sec., Dr. Donald A. Davis, 38 Elizabeth St., 
Derby. 


DeLAware: Dover, July 8-10. Sec., Dr. Joseph S. McDaniel, 229 South 
State St., Dover. 


FiLoripa:* Examination. Jacksonville, June 29-July 1. Sec., Dr. Homer L. 
Pearson, 701 Dupont Bldg., Miami. 


GeorGia: Atlanta, June 10-11, Sec., Mr. R. C. Coleman, 111 State Capitol, 
Atlanta 3. 


GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. Austin W. Matthis, 
Agana. 


Hawan: Examination. Honolulu, July 14-17. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 


IDAHO: Boise, July 14-16. Sec., Mr. Armand L. Bird, 305 Sun Bldg., Boise. 
ILurNois: Examination. Chicago, June 24-26 and Oct. 7-9. Supt. of Regis., 
Mr. Charles F. Kervin, Capitol Bldg., Springfield. 


INDIANA: Indianapolis, June 1952. Sec., Dr. Paul R. Tindall, 538 K of P 
Bldg., Indianapolis 4, 


Iowa:* Examination. lowa City, June 9-11. Acting Sec., Dr. Walter L. 
Bierring, 1027 Des Moines St., Des Moines . 


Maine: Augusta, July 8-9. Sec., Dr. Adam P. Leighton, 192 State St., 
Portland. 


MARYLAND: Examination. Baltimore, June 17-20. Sec., Dr. Lewis P. 
Gundry, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 
17-18. Sec., Dr. John A. Evans, 6029 Bellona Ave., Baltimore. 


MASSACHUSETTS: Boston, July 8-11. Sec., Dr. Robert C. Cochrane. Room 
37, State House, Boston. 


MicHiGAN:* Examination. Ann Arbor and Detroit, June 9-11. Sec., Dr. 
J. E. McIntyre, 100 W. Allegan St., Lansing 8. 

Mrinnesota:* Minneapolis, June 17-19. Sec., Dr. J. F. DuBois, 230 Lowry 
Medical Arts Blidg., St. Paul 2. 

Mississippi: Examination. Jackson, June 23-24. Reciprocity. Jackson, June 
25. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, Jackson. 

Missourt: Examination. St. Louis, June 13-14. Re Sec., Mr. John A, 
Hailey, Box 4, State Capitol Bidg., Jefferson City. 

Montana: Helena, Oct. 6-8. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

NEBRASKA: Examination. Omaha, June 16-18. Director, Mr. Husted K. 
Watson, Bureau of Examining Boards, Room 1009, State Capitol, 
Lincoln. 

Nevapa:* Carson City, Aug. 4. Sec., Dr. George H. Ross, 112 Curry St., 
Carson City. 


New Hampsuire: Concord, Sept. 10. Sec., Dr. John S. Wheeler, 107 State 
House, Concord. 


J.A.M.A., June 7, 1952 


New Jersey: Examination. Trenton, June 17-20. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 


New York: Albany, Buffalo, New York and Syracuse, June 24-27. Sec., 
Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 


NortH CArouina: Written. Raleigh, June 16-19; Reciprocity. Raleigh, 
June 17. Sec., Dr. Joseph J. Combs, 419 Professional Bldg., Raleigh. 


NortH Dakota: Examination. Grand Forks, July 9-11. Reciprocity. Grand 
Forks, July 12. Sec., Dr. C. J. Glaspel, Grafton. 


On10: Examination. Columbus, June 17-20. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus 15. 


OrEGON:* Examination. Portland, July 7-9. Reciprocity. Portland, July 
25-26. Final date for filing application is June 16. Exec. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bldg., Portland. 


PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 8-10. 
Acting Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 


RHopE IstAND: Examination. Providence, July 2-3. Administrator of 
Professional Regulations, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 


SoutH CAROLINA: Examination. Columbia, June 23-24. Sec., Dr. N. B. 
Heyward, 1329 Blanding St., Columbia. 


SoutH Dakota:* Rapid City, July 15. Sec., Dr. C. B. McVay, Yankton 
Clinic, Yankton. 


TENNESSEE:* Examination. Memphis and Nashville, June 11-12. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis. 


TEXAS: Fort Worth, June 19-21. Sec., Dr. M. H. Crabb, 1714 Medical Arts 
Bidg., Fort Worth. 


Urau: Examination. Salt Lake City, July 9-11. Reciprocity. Salt Lake City, 
June 20. Asst. Dir., Mr. Frank E. Lees, 314 State Capitol Bldg., Salt 
Lake City 1. 


VerRMONT: Examination. Burlington, June 16-18. Sec., Dr. F. J. Lawliss, 
Richford. 


VirGiIniA: Examination. Richmond, June 12-14. Reciprocity. Richmond, 
June 11. Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke. 


WASHINGTON:* Seattle, July 14-16. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 


West VirGcinia: Charleston, July 7-9. Sec., Dr. N. H. Dyer, State Office 
Bldg., No. 3, Charleston 5. 


Wisconsin:* Milwaukee, July 8-10. Sec., Dr. A. G. Koehler, 46 Washing. 
ton Blvd., Oshkosh. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALASKA: Examination. On application, Juneau or other towns in Territory 
as decided by Board. Reciprocity. On application. Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 


ARIZONA: Examination. Tucson, June 17. Sec., Mr. H. D. Rhodes, Uni- 
versity of Arizona, Tucson. 


Covorapo: Examination. Denver, Sept. 10-11. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

CONNECTICUT: Examination. New Haven, June 14. Address: State Board of 
Healing Arts, 110 Whitney Ave., New Haven 10, 

District oF COLUMBIA: Examination. Washington, Oct. 20-21. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bidg., Washington. 

Iowa: Examination. Des Moines, July 8. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 


MICHIGAN: Examination. Detroit and Ann Arbor, Oct. 10-11. Sec., Mrs. 
Anne Baker, 423 W. Michigan Ave., Lansing. 

NepraASKA: Examination. Omaha, Oct, 7-8. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, 1009 State Capitol Bidg., Lincoln, 

Nevapa: Examination. Reno, July 8. Reciprocity. On application. Sec., 
Mr. Frank Richardson, University of Nevada, Reno. 

OrEGON: Examination. Portland, Sept. 6 and Dec. 6. Sec., Dr. Charles 
D. Byrne, State Board of Higher Education, University of Oregon, 
Eugene. 

RHopeE IstaNnpD: Examination. Providence, Aug. 13. Administrator of Pro- 
fessional Regulations, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

SouTH Dakota: Vermillion, June 13-14. Sec., Dr. Gregg M. Evans, 
310 E. 15th St., Yankton, 

TENNESSEE: Examination. Memphis, July 2-3. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination, Austin, October. Sec., Brother Raphael Wilson, 407 
Perry-Brooks Blidg., Austin. 

WASHINGION: Examination. Seattle, July 9-10. Sec., Department of Li- 
censes, Mr. Edward C. Dohm, Olympia. 

Wisconsin: Examination. Milwaukee, Sept. 13. Sec., Mr. W. H. Barber, 
Ripon College, Ripon. 


_ 


* Basic Science Certificate required. 
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DEATHS 


Smith, Joseph Franklin ® Wausau, Wis.; born in Huntington, 
Ind., July 24, 1869; Rush Medical College, Chicago, 1900; 
member of the House of Delegates of the American Medical 
Association from 1921 through 1943; for many years secretary 
and for one year president of the Ninth Councilor District 
Medical Society; past president of the Marathon County Medical 
Society; member of the Western Surgical Association and the 
American Association of Railway Surgeons; fellow of the 
American College of Surgeons; in 1937 was presented with 
the council award for distinguished service to medicine and the 
public by the State Medical Society of Wisconsin; member of 
the founders group of the American Board of Surgery; active in 
Boy Scout work and received the Silver Beaver Award; chair- 
man of staff, St. Mary’s Hospital; preceptor emeritus of surgery, 
University of Wisconsin Medical School in Madison; on the 
editorial board of the Wisconsin State Medical Journal; served 
as member of the board of directors of the Wausau Chamber of 
Commerce, and its president in 1920, 1921, and 1922; a member 
of the Wausau Rotary Club, in which he served as president, 
1916-1917; died in Wisconsin General Hospital, Madison, 
March 22, aged 82. 


Brooks, Barney ® Nashville, Tenn.; born in Jacksboro, Texas, 
in 1884; Johns Hopkins University School of Medicine, Balti- 
more, 1911; professor of surgery at the Vanderbilt University 
School of Medicine from 1925 to 1951, when he became pro- 
fessor of surgery, emeriius; appointed to the faculty of Washing- 
ton University School of Medicine in St. Louis as instructor in 
surgery in 1916 and rose to the rank of associate professor of 
surgery by 1924; past president of the Southern Surgical Associ- 
ation and the Nashville Surgical Society; member of the Ameri- 
can Surgical Association, of which he had been vice-president, 
Southern Medical Association, the Society of University Sur- 
geons, the American Society of Clinical Surgery, the Inter- 
national Surgical Society, Alpha Omega Alpha, and Sigma Xi; 
formerly treasurer of the Society of Clinical Surgery; fellow of 
the American College of Surgeons; member of the founders 
group of the American Board of Surgery; surgeon-in-chief, 
Vanderbilt University Hospital; on the advisory board of Annals 
of Surgery and the advisory council of Surgery; died in Vander- 
bilt University Hospital March 30, aged 67, of cerebral hemor- 
rhage. 


Kress, Louis Conrad ® Buffalo; born in Buffalo Feb. 23, 1896; 
University of Buffalo School of Medicine, 1918; assistant pro- 
fessor of surgery at his alma mater; member of the Radiological 
Society of North America, Buffalo Academy of Medicine, 
American Public Health Association, and the American Radium 
Society; fellow of the American College of Surgeons; in 1935 
appointed chairman of the state cancer committee of the Ameri- 
can Society for the Control of Cancer; in 1939 named director 
of the then new division of cancer control in the state health 
department; director of the Roswell Park Memorial Institute, 
formerly known as the State Institute for the Study of Malignant 
Diseases, where he had been associated since 1919; affiliated 
with tumor service at Deaconess Hospital; consultant, tumor 
service, Mercy Hospital; consulting surgeon, Buffalo Hospital 
of the Sisters of Charity in Buffalo, and Gowanda State Home- 
opathic Hospital in Helmuth; died in Rochester March 13, aged 
56, of coronary occlusion. 


Tickle, Thomas Gooch, New York; born in Bluefield, W. Va., 
Jan. 29, 1892; University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore, 1916; specialist 
certified by the American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and Otolaryngology 
and the American Society of Plastic and Reconstructive Sur- 
gery; fellow of the New York Academy of Medicine; past 
president of the New York Otological Society; professor of 


| ® indicates Fellow of the American Medical Association. 


otolaryngology at the New York Polyclinic Medical School and 
Hospital, where he was attending otolaryngologist; served with 
the American Expeditionary Forces in France during World 
War I, rising to the rank of captain in the Army Medical Corps; 
attending surgeon at the Manhattan Eye, Ear and Throat Hos- 
pital and surgeon-in-chief of the Duel Memorial Facial Palsy 
Clinic; consulting otolaryngologist at French, St. Vincent’s, and 
the Lutheran hospitals; died in Roosevelt Hospital April 26, 
aged 60. 


Sheahan, George Maurice ® Quincy, Mass.; born Dec. 2, 1882; 
Harvard Medical School, Boston, 1907; fellow of the American 
College of Surgeons; past president of the Norfolk South Dis- 
trict Medical Society; formerly member of the school commit- 
tee; served with the rank of major in the Harvard Unit, Royal 
Army Medical Corps, in 1915 and the rank of captain in the 
U. S. Army Medical Corps in 1918 to 1919; consulting surgeon, 
South Shore Hospital, Weymouth, Mass., and Norfolk County 
Hospital in Braintree; on the courtesy staff and member of the 
board of trustees, Quincy City Hospital, where he was formerly 
pathologist and bacteriologist; fire and police surgeon for the 
city of Quincy; died in Beth Israel Hospital, Boston, recently, 
aged 69, of uremia. 


Nehil, Lawrence W. ® Indianapolis; University of Michigan 
Medical School, Ann Arbor, 1929; member of the American 
Association of Thoracic Surgery and the American Trudeau 
Society; fellow of the American College of Surgeons; thoracic 
surgeon, Sunnyside Sanatorium in Indianapolis, James O. 
Parramore Hospital in Crown Point and “Silvercrest,” Southern 
Indiana Tuberculosis Hospital in New Albany; associate thoracic 
surgeon, Methodist Hospital and attending thoracic surgeon, St. 
Vincent’s Hospital, where he died March 2, aged 46, of prostatic 
abscess and nephrosis. 


Lechenger, Gilbert Cecil, Houston, Texas; born in Houston, 
Texas, in 1887; Columbia University College of Physicians and 
Surgeons, New York, 1912; emeritus professor of radiology at 
Baylor University College of Medicine; member of the Ameri- 
can Medical Association and the Radiological Society of North 
America; formerly secretary, treasurer, vice-president, and mem- 
ber of the board of censors of Harris County Medical Society; 
served during World War I; on the staffs of Hermann and 
Jefferson Davis hospitals; died recently, aged 64, of heart 
disease. 

Andrews, Agnew, Tifton, Ga.; Emory University School of 
Medicine, 1919; died in Atlanta Jan. 10, aged 59, of mesenteric 
thrombosis and rheumatic heart disease. 


Angell, Emmett Dunn, Butler, N. J.; Marquette University 
School of Medicine, Milwaukee, 1917; served during World 
War I; died Jan. 7, aged 72, of arteriosclerotic heart disease. 


Ash, George Glenmore, Lexington, Miss.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1913; died in 
Holmes County Community Hospital Feb. 12, aged 71, of mul- 
tiple sclerosis. 


Baker, Nellie M., Altadena, Calif.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1905; died Feb. 24, aged 81, of coronary thrombosis. 


Becker, A. Austin, Carrizo Springs, Texas; University of Buffalo 
School of Medicine, 1898; died Feb. 29, aged 78. 


Brandau, George McMillan ® Houston, Texas; Vanderbilt 
University School of Medicine, Nashville, 1919; assistant pro- 
fessor of clinical medicine at Baylor University College of 
Medicine; certified by the National Board of Medical Examiners; 
at one time director of the Beauregard (La.) Parish Health Unit, 
and senior assistant surgeon in the U. S. Public Health Service; 
served during World War I; died Jan. 6, aged 58, of cerebral 
thrombosis. 
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Cappello, Joseph, Portland, Me.; Regia Universita degli Studi 
di Roma. Facolta di Medicina e Chirurgia, Italy, 1931; member 
of the American Medical Association; on the staffs of the Mercy 
Hospital and Maine General Hospital, where he died March 17, 
aged 47, of coronary heart disease. 


Celi, Anthony, Ozone Park, N. Y.; Regia Universita degli Studi 
di Roma. Facolta di Medicina e Chirurgia, Italy, 1938; member 
of the American Medical Association; served during World 
War II; affiliated with Horace Harding Hospital in Elmhurst 
and Kew Gardens (N. Y.) Hospital; died in Jamaica (N. Y.) 
Hospital March 10, aged 39, of injuries received in an auto- 
mobile accident. 


Darius, Dean James ® San Carlos, Calif.; Creighton University 
School of Medicine, Omaha, 1933; for many years connected 
with the Bureau of Indian Affairs in the U. S. Department of 
Interior; died March 8, aged 43, of coronary thrombosis. 


Dobriner, Konrad, New York; Ludwig-Maximilians-Universitat 
Medizinische Fakultat, Miinchen, Bavaria, Germany, 1927; 
member of the American Society of Clinical Investigation and 
the Endocrine Society; professor of biochemistry, Sloan-Ketter- 
ing Division, Cornell University Medical College and member 
of the Sloan-Kettering Institute; formerly on the staff of the 
Rockefeller Institute for Medical Research; died in Memorial 
Hospital March 10, aged 49, of myocardial infarction. 


Filsinger, Frederick Wiiltiam ® Buffalo: University of Buffalo 
School of Medicine, 1898; an Associate Fellow of the American 
Medical Association: served during World War 1; consulting 
physician, Millard Fillmore Hospital, where he died March 20, 
aged 76, of coronary disease. 


Gluckstein, Alexander Maxwell ® New York; New York 
Homeopathic Medical College and Flower Hospital, New York, 
1914; president of the Washington Heights Federal Savings and 
Loan Association; affiliated with Lutheran Hospital, where he 
died March 14, aged 61, of hypertensive cardiorenal disease. 


Hain, Ira James, Reading, Pa.; Medico-Chirurgical College of 
Philadelphia, 1912: city health officer; on the staff of St. Joseph's 
Hospital; died in Reading Hospital March 5, aged 66, of cir- 
rhosis of the liver. 


Hanson, George Christian, Seattle; Northwestern University 
Medical School, Chicago, 1903; died in Doctors Hospital March 
18, aged 80, of carcinoma of the bladder. 


Isenberg, Alfred Percy, Camden, N. J.; Jefferson Medical College 
of Philadelphia, 1906; for many years medical examiner and 
surgeon for the Pennsylvania Railroad Company; on the staff 
of the Cooper Hospital; died March 15, aged 71, of uremia, 
cardiac decompensation and diabetes mellitus. 


Kasso, Raymond Merritt # Solvay, N. Y.; Syracuse University 
College of Medicine, 1907; on the staff of Crouse-Irving Hospital; 
died in St. Joseph’s Hospital March 19, aged 66, of coronary 
thrombosis. 


Kelly, Edward Hayes, Monrovia, Calif.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1911; died 
Feb. 21, aged 63. 


Kenyon, Steve Paschal # Dawson, Ga.; Emory University School 
of Medicine, 1918; member of the American Academy of Gen- 
eral Practice; past president of the Medical Association of 
Georgia and the Georgia State Board of Medical Examiners; 
on the staff of Terrell County Hospital; died Feb. 28, aged 61, 
of carcinoma of the stomach. 


Keyes, Robert, Ada Okla.; Chattanooga (Tenn.) Medical Col- 
lege, 1906; died Feb. 25, aged 74, of uremia. 


Koutsky, John W., Omaha; John A. Creighton Medical College, 
Omaha, 1904; affiliated with Nicholas Senn Hospital; died Feb. 
26, aged 78, of pulmonary edema. 


Lint, Theodore * Rockaway Beach, N. Y.; Yale University 
School of Medicine, New Haven, 1923; served during World 
War I; received a citation from the Red Cross for his services 
during World War Il; on the staff of the Rockaway Beach 
Hospital; died Feb. 28, aged 54. 
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McGuire, William Aloysius, Chicago; Northwestern University 
Medical School, Chicago, 1912; member of the American Medi- 
cal Association; on the staff of St. Anne’s Hospital, where he 
died March 8, aged 63, of chronic hepatitis. 


McKinney, Samuel P., Los Angeles; Chicago Homeopathic 
Medical College, 1886; died March 12, aged 90, of coronary 
thrombosis. 


Perrin, Henry E., Star Prairie, Wis.; Northwestern University 
Medical School, Chicago, 1894; an Associate Fellow of the 
American Medical Association; died in Lakeview Memorial Hos- 
pital, Stillwater, Minn., March 18, aged 82, of cerebral hemor- 
rhage and arteriosclerosis. 


Peterson, Frederick W., Pomona, Calif.; Northwestern Univer- 
sity Medical School, Chicago, 1905; author of “Desert Pioneer 
Doctor”; died March 14, aged 83. 


Rawiszer, Paul, Hixson, Tenn.; University of Georgia School of 
Medicine, Augusta, 1941; founder and owner of the Hixson 
Hospital and Clinic; president of the Hixson Kiwanis Club; died 
March 7, aged 36, of coronary occlusion. 


Rivers, Dwight Gray, Crumpler, W. Va.; University of Mary- 
land School of Medicine, Baltimore, 1910; member of the 
American Medical Association; died March 9, aged 66, of 
coronary thrombosis. 


Ryland, John M. G., Richmond, Va.; the Hahnemann Medical 
College and Hospital, Chicago, 1919; member of the American 
Medical Association; died Feb, 2, aged 61, of cerebral hemor- 
rhage and hypertension. 


Schweitzer, Joseph, Buffalo; University of Buffalo School of 
Medicine, 1905; member of the American Medical Association; 
died in Millard Fillmore Hospital March 17, aged 68, of cerebral 
hemorrhage. 


Sharp, Earl Levi # St. Cloud, Minn.; Wisconsin College of 
Physicians and Surgeons, Milwaukee, 1902; formerly affiliated 
with Veterans Administration Hospital; died in Veterans Ad- 
ministration Hospital, Minneapolis, March 15, aged 72, of car- 
cinoma of the prostate with metastases. 


Shell, Kurt Ludwig, Pavilion, N. Y.; Albertus-Universitiit 
Medizinische Fakultaét, K6nigsberg, Prussia, Germany, 1937; 
member of the American Medical Association; served as health 
officer of Covington; affiliated with St. Jerome and Genesee 
Memorial hospitals; died in Wyoming Feb. 17, aged 41, of in- 
juries received in an automobile accident. 


Simmons, John Douglas, Cleveland, Miss.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1915; served during 
World War I; died in City Hospital Dec. 24, aged 60. 


Sloan, William Alfred, Caledonia, Miss.; University of Nash- 
ville (Tenn.) Medical Department, 1907; died Feb, 19, aged 68, 
of cerebral hemorrhage. 


Smith, Eugene H. ® Ogden, Utah; Omaha Medical College, 
1901; associate clinical professor of pediatrics at the University 
of Utah School of Medicine; specialist certified by the American 
Board of Pediatrics; member of the American Academy of 
Pediatrics; affiliated with St. Benedicts Hospital and Thomas D. 
Dee Memorial Hospital, where he was chairman of staff, 1947- 
1948, and where he died March 29, aged 74, of coronary 
thrombosis. 


Smith, Norman Marshall ® Minneapolis; the Hahnemann Medi- 
cal College and Hospital, Chicago, 1902; at one time on the 
faculty of the University of Minnesota Medical School; member 
of the American Academy of General Practice; served on the 
staff of the City Hospital; died in Abbott Hospital Feb. 22, aged 
76, of ruptured aortic aneurysm. 


Sparks, Spurgeon, Orange, N. J.; Howard University College of 
Medicine, Washington, D. C., 1903; on the staff of the Orange 
Memorial Hospital; died in East Orange (N. J.) General Hospital 
March 19, aged 77. 


Spencer, Charles F., Spokane, Wash.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1906; also a graduate in pharmacy; died March 17, aged 
72, of myocardial infarction. 
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Standard, Sam Clarence ® Seattle; Barnes Medical College, St. 
Louis, 1906; an Associate Fellow of the American Medical As- 
sociation; member of the American Academy of General Prac- 
tice; served during World War I; on the staffs of the Doctors 
Hospital and the Virginia Mason Hospital, where he died March 
7, aged 73, of coronary occlusion. 


Stout, Alfred Evan, Waynesville, Ohio; Ohio State University 
College of Medicine, 1934; member of the American Medical 
Association; on the staffs of Clinton Memorial Hospital in 
Wilmington, Miami Valley, St. Elizabeth, and Good Samaritan 
hospitals in Dayton, and the Greene Memorial Hospital in 
Xenia, where he died Feb. 15, aged 45, of injuries received in 
an automobile accident. 


Stuart, Alexander Allen, Lincoln, Mich.; Grand Rapids Medical 
College, 1901; died in Bay City (Mich.) Samaritan Hospital 
Jan. 14, aged 79, probably of carcinoma of the stomach. 


Summers, Samuel Jacob, Cameron, S. C.; University of Mary- 
land School of Medicine, Baltimore, 1892; served as state sena- 
tor; died Feb. 26, aged 83, of cerebral hemorrhage. 


Sumner, Charles Montague, West Sullivan, Maine; McGill 
University Faculty of Medicine, Montreal, Canada, 1935; for 
many years chairman of the school board; served during World 
War Il; affiliated with Eastern Maine General Hospital in 
Bangor; died Feb. 14, aged 42, of coronary heart disease. 


Swezey, Harry Newton, LaFayette, Ind.; Rush Medical College, 
Chicago, 1901; member of the American Medical Association; 
served during World War I; on the staffs of the LaFayette Home 
Hospital and St. Elizabeth Hospital; died Feb. 13, aged 73, of 
acute dilatation of the heart. 


Torrey, William Edward Jr., Moorestown, N. J.; University of 
Pennsylvania School of Medicine, Philadelphia, 1943; served 
during World War Il; member of the American Physicians Art 
Association; died in Mount Holly recently, aged 33, of retro- 
peritoneal hemorrhage and laceration of the liver due to an 
automobile accident. 


Towle, George Pierce, Boston; Tufts College Medical School, 
Boston, 1909; formerly member of the school committee of 
Carlisle; for many years affiliated with Symmes Arlington Hos- 
pital; died Feb. 17, aged 71. 


Tracy, James C., Mound City, Mo.; University of Louisville 
(Ky.) Medical Department, 1887; member of the American 
Medical Association; served as county coroner and physician for 
the county jail; died Jan. 7, aged 84. 


Tubman, Thomas Henry, Syracuse, N. Y.; Cleveland Univer- 
sity of Medicine and Surgery, 1896; formerly on the staff of 
Huron Road Hospital in Cleveland; died Feb. 8, aged 77, of 
coronary thrombosis. 


Turner, William Robert, Harlingen, Texas; Chicago College of 
Medicine and Surgery, 1911; served during World War 1; died 
Feb. 29, aged 65, of acute heart failure. 


Tweedie, Arthur Maurice, Los Angeles; Western Reserve Uni- 
versity Medical Department, Cleveland, 1908; served during 
World War I; died Feb. 13, aged 70, of acute hemorrhagic 
bronchopneumonia. 


Tyrrell, Joseph Walter # Des Moines, lowa; Drake University 
College of Medicine, Des Moines, 1900; served during World 
War I; died in the Veterans Administration Hospital Feb. 27, 
aged 80, of carcinoma of the bladder. 


Van Zanten, Will, Brighton, lowa; Drake University College of 
Medicine, Des Moines, 1911; died Feb. 1, aged 68, of cerebral 
hemorrhage. 


Vermilye, John Hoagland, Flagler Beach, Fla.; Atlanta Medical 
College, 1914; served in various Veterans Administration hos- 
pitals: died in Halifax District Hospital, Daytona Beach, March 
8, aged 63, of peritoneal tuberculosis. 


Walker, Oliver Perry ® Memphis, Tenn.; University of Wooster 
Medical Department, Cleveland, 1908; specialist certified by the 
American Board of Urology; fellow of the American College of 
Surgeons; served during World War I; attending urologist, Bap- 
tist Memorial and St. Joseph hospitals; visiting urologist, Metho- 
dist Hospital; died Feb. 7 aged 67, of cirrhosis of the liver. 
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Wall, Gregory Aloysius, Tulsa, Okla.; St. Louis Medical College, 
1886; member of the American Medical Association; fellow of 
the American College of Surgeons; past president of the Tulsa 
County Medical Society; served during World War I; member 
of the staff of the Hillcrest Memorial Hospital; on the associate 
staff, St. John’s Hospital, where he died Feb. 17, aged 86, of 
senility. 

Watkins, John Armstrong, Albuquerque, N. Mex.; Medical De- 
partment of Tulane University of Louisiana, New Orleans, 1910; 
member of the South Atlantic Association of Obstetricians and 
Gynecologists; fellow of the American College of Surgeons; 
formerly practiced in Asheville, N. C., where he was affiliated 
with Memorial Mission Hospital and St. Joseph’s Hospital; died 
in Fort Worth, Texas, March 13, aged 64, of Ayerza’s disease. 


Weiland, Carl Jr., Philadelphia; Jefferson Medical College of 
Philadelphia, 1908; died March 2, aged 66, of carcinoma. 


Weiss, William, St. Louis; Washington University School of 
Medicine, St. Louis, 1906; instructor in pediatrics, St. Louis 
University School of Medicine; for many years physician in the 
hygiene department of the public schools; affiliated with St. 
Mary’s Group of Hospitals; died in St. Anthony’s Hospital March 
17, aged 69. 


White, Carl Wilma © Danville, Va.; Jefferson Medical College 
of Philadelphia, 1923; formerly medical superintendent of the 
Lynchburg State Colony in Colony; died in the Memorial Hos- 
pital Feb. 3, aged 53, of subdural hemorrhage. 


Wiggins, William Edley, Indianola, Miss.; University of Nash- 
ville (Tenn.) Medical Department, 1910; died in Kings Daughters 
Hospital, Greenville, recently, aged 65, of heart disease. 


Wiley, James Bertram, Oakland, Calif.; College of Physicians 
and Surgeons, Keokuk, Iowa, 1897; veteran of the Spanish- 
American War; died Feb. | aged 80, of hypertensive cardio- 
vascular disease. 


Wilkinson, George Woods, lowa City; State University of lowa 
College of Medicine, lowa City, 1941; member of the American 
Medical Association; served during World War II; affiliated 
with State University of lowa Hospital, where he died Jan. 9, 
aged 35, of carcinoma of the larynx. 


Williams, James H., Brooklyn; Meharry Medical College, Nash- 
ville, Tenn., 1934; member of the American Medical Association; 
on the staff of the Unity Hospital; died March 9, aged 48, of 
coronary disease. 


Wilson, John Lebron, Hackleburg, Ala.; Birmingham Medical 
College, 1911; member of the American Medical Association; 
bank president; died in Franklin County Hospital, Russellville, 
Feb. 19, aged 68, of pneumonia, uremia, and arterial hyper- 
tension. 


Worrell, Thomas Hendrick, Hillsville, Va.; Baltimore Medical 
College, 1912; died Feb. 23, aged 66, of acute coronary oc- 
clusion and hypertension. 


Wright, Joseph Lee, Harrisonburg, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1914; died Jan. 26, 
aged 62, of pneumonitis and arteriosclerotic heart disease. 


Young, Charles Dean, Rochester, N. Y.; Harvard Medical 
School, Boston, 1890; member of the American Medical Asso- 
ciation; one of the founders of the Rochester Academy of Medi- 
cine; died March 16, aged 89, of arteriosclerosis. 


Young, William Dickson, Buffalo; New York Homeopathic 
Medical College, New York, 1894; member of the National Boy 
Scout Council from 1929 to 1937, and in 1931 received the 
Silver Beaver Award for his “distinguished service to boyhood”; 
died March 21, aged 80. 


Yung, Julius Rudolph © Terre Haute, Ind.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1900; member of the International College of Sur- 
geons; on the staff of St. Anthony’s Hospital; died in Phoenix, 
Ariz., Jan. 29, aged 73, of acute myocardial infarction. 


Zillmer, Adolph Louis William, San Mateo, Calif; Cooper Medi- 
cal College, San Francisco, 1899; died Feb. 2, aged 73, of a 
cerebrovascular accident and arteriosclerosis. 
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GOVERNMENT SERVICES 


NAVY 


Research Conference Held at Submarine Base.—A three day 
conference on problems of assessment of personnel for duty in 
special military assignments was held recently at the Naval Medi- 
cal Research Laboratory, Submarine Base, New London, Conn. 
The conference, attended by leading civilian and naval special- 
ists in this field, was the culmination of months of intensive re- 
search on the techniques and procedures for assessment of 
candidates for the submarine service. 


Prior to World War II the most important factors considered 
in assessing the capabilities of the individual were intelligence 
and aptitude. It became apparent, however, that the individual's 
personality and his attitude toward his job were as important 
as his natural ability to do the job. Subsequently the need for 
improvement stimulated research in human assessment and new 
techniques were developed. To apply the new techniques to the 
program of assessment of candidates for the submarine service 
at the Medical Research Laboratory, three well known consult- 
ants were employed: Harvey J. Locke, sociologist at the Uni- 
versity of Southern California; Henry A. Murray, director of 
the psychological clinic, Harvard University; and Robert F. 
Bales, social psychologist, social relations department, Harvard 
University. The three consultants attended the conference. 


Clark Wilson, Management and Marketing Research Cor- 
poration of Los Angeles, reported on the aptitude testing for 
submarine service that is being carried out by that organization 
under contract with the Office of Naval Research. A report was 
also made on a study of the reliability and validity of the assess- 
ment interview of submarine school candidates, which is being 
made under contract with the Office of Naval Research by Wil- 
liam Crissy, Fordham University; Arthur Siegel, Queens Uni- 
versity; and Siroon Pashalione, New York University. The 
conference was arranged by Com. Gerald J. Duffner (MC), 
officer-in-charge of the Medical Research Laboratory. 


176 Internships to Be Available.—The Navy announces that 
176 naval hospital internships will be available to medical school 
students who will graduate in 1953. Applications will be ac- 
cepted and processed in accordance with the plan for internship 
appointments of the National Interassociation Committee on 
Internships. 


Prospective Navy interns must meet all requirements for a 
commission in the Medical Corps, U. S. Naval Reserve, and 
must serve a minimum of 24 months of active duty, commenc- 
ing on the date they start the intern training. On March 16, 1953, 
the deans of the medical schools and the hospitals participating 
in the matching plan will announce the results of the matching. 
Successful appointees will be commissioned lieutenants (jg) in 
the Medical Corps of the Naval Reserve and will receive the pay 
and allowances of that rank during their internship. 


Further information may be obtained at any Office of Naval 
Officer Procurement, or by writing to the Surgeon General of 
the Navy, Bureau of Medicine and Surgery, Navy Department, 
Washington 25, D. C. 


Third Annual Medical-Military Symposium.—The third annual 
medical-military symposium for all the armed forces will be 
held Oct. 20-25 at the Naval Hospital in Philadelphia. Accord- 
ing to the preliminary program, there will be general and special 
sessions, military medical and dental exhibits, and a social pro- 
gram that will include a visit to a hospital ship, a cocktail party 
and dinner, and the Navy vs. Pennsylvania football game. The 
topics of the general sessions are as follows: “The Physician as 
a “Medical Officer,” “Aviation Medicine,” “Disaster Prepared- 
ness,” “Field Medicine,” “Submarine Medicine,” and “Neuro- 
psychiatry.” The general subjects for the special sessions will 
be surgery, medicine, neuropsychiatry, dentistry, neurosurgery, 
tropical medicine, ear, nose, and throat, orthopedic surgery, 
ophthalmology, dermatology, medical service corps, urology, 
and nursing. Numerous papers and discussions will be given on 


subdivisions of these general topics. Both promotion and retire- 
ment point credits will be given those in attendance. Hotel 
reservations will be made for those desiring to attend. All 
correspondence should be addressed to District Medical Officer, 
Building No. 4, U. S. Naval Base, Philadelphia 12, Pa. 


First Postwar Class in Epidemiology.—The first class in epi- 
demiology to complete its study at the Naval Medical School, 
Bethesda, Md., since the end of World War II graduated May 9. 
The course has been conducted by Com. Horace M. Gezon, who 
was also in charge of the last class which finished in 1945. Some 
50 guest lecturers from the military services and schools of 
public health have participated in this teaching program. 
During World War II over 300 medical officers and hospital 
corpsmen completed this course of instruction and were sent out 
to epidemiology units, many of them overseas. The problems 
that demanded the greatest attention were malaria, dengue, 
sandfly fever, dysentery, typhoid, infectious jaundice, strepto- 
coccal disease, meningitis, and typhus. The current class had a 
more extensive course of study than any of the wartime groups, 
including advanced training in bacteriology, virology, biosta- 
tistics, entomology, parasitology, and sanitary engineering. 


PUBLIC HEALTH SERVICE 


Survey of Mental Hospitals—A survey conducted by the Na- 
tional Institute of Mental Health shows that during 1949 nearly 
700,000 persons were patients in the 207 state mental hospitals. 


Data provided by these institutions indicate that, despite new 
construction, overcrowding was a severe problem. For every 100 
beds a hospital was designed to provide, there were 118 patients 
in the hospital. In nine states, the hospitals reported 30% or 
more overcrowding. 


Shortage of trained personnel also proved a continuing prob- 
lem. In 1949, state mental hospitals had only 2,100 physicians, 
including superintendents and interns, to provide treatment for 
the nearly 500,000 patients resident in the hospitals each day 
during the year. 

The report shows considerable variation among states in the 
facilities available for care of the mentally ill. Though the ratio 
of patients to civilian population is slightly more than 3 per 
1,000 for the United States as a whole, the figure for New York 
was 5.6 per 1,000 as compared to 1.7 per 1,000 for New Mexico. 
In the majority of cases, southern and western states have rela- 
tively fewer facilities for the mentally ill than the northern and 
eastern states. 

Almost one-third of the patients with first admissions to the 
hospitals included in the survey were patients 60 years of age or 
older. Patients with diagnoses of psychosis accounted for over 
80% of all first admissions diagnoses. The diagnosis of schizo- 
phrenia was reported in about 23% of all admissions, psychosis 
with cerebral arteriosclerosis in 16%, senile psychosis in 12%, 
and manic-depressive psychosis in 6%, these four categories 
accounting for more than half of all first admissions diagnoses. 


Fellowships for Outstanding Students.—Seventy-one fellowships 
have been awarded to outstanding students, it has been an- 
nounced by the Public Health Service. Awarded by the National 
Institutes of Health, the fellowships will enable students with 
marked abilities in the scientific disciplines to bolster their re- 
search interests. Under the fellowship program, applications are 
first processed by a central qualification board, which deter- 
mines the eligibility of the applicant as a candidate. Respective 
institute specialty boards then select the most promising 
candidates. 

Four types of fellowships are awarded: (1) for holders of 
bachelors’ degrees, $1,200; (2) for holders of masters’ degrees, 
$1,600; (3) for holders of doctoral degrees, $3,000; and (4) 
special research fellowships for those holding doctoral degrees 
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who wish to supplement their work in their own field with studies 
in a related field. Stipends in such cases are determined by the 
Surgeon General at the time of award. Additional allowances 
are provided for candidates with dependents. All fellowship 
appointments are made for one year. Requests for renewals, 
however, can be made before expiration of the current fellow- 
ship. Research fellows who are United States citizens can pur- 
sue their studies at any qualified institution of their choice in 
the United States or abroad where programs and facilities are 
appropriate for the specific type of training elected by the fellow. 


Food Sanitation Experts Visit Twelve Cities—Twelve cities in 
key military areas were visited in April and May by a team 
of food sanitation and training experts representing the armed 
services and the U. S. Public Health Service. Their objective was 
to indoctrinate teaching personnel of military and civilian health 
groups in the use of a new publication, “Instructors’ Guide— 
Sanitary Food Service.” This guide, published by the Public 
Health Service, embodies new teaching methods, some of which 
are more effectively explained by demonstration. Designed for 
use by the armed services and state and municipal health de- 
partments in training food-service personnel, the manual also 
can be the basis of training programs conducted by managers 
of eating and drinking establishments. Food sanitation courses 
were initiated 13 years ago to help eating establishments meet 
the standards set up by state and local governments. The guide 
was developed in collaboration with the armed forces, particu- 
larly the Navy Bureau of Medicine and Surgery, the Office of 
Education, other federal agencies, and state and municipal 
health departments. The publication is available for $1.50 from 
the Superintendent of Documents, Government Printing Office, 
Washington 25, D. C. 


More New Hospitals.—During the first quarter of 1952, 69 hos- 
pital projects were completed at an estimated cost of 39 million 
dollars, according to the Public Health Service. The projects 
made available an additional 2,500 hospital beds. Construction 
began on 65 hospital projects, which will provide 2,600 (esti- 
mated) more beds. Construction also began on 13 new health 
centers during the quarter. The estimated cost of this construc- 
tion is 50 million dollars, of which the federal share will be 
18 million dollars. As of March 31, a total of 850 hospital 
projects, which had been constructed under the Hospital Survey 
and Construction Act, were in operation. They cost over 440 
million dollars, of which the federal share was over 141 million 
dollars. 


VETERANS ADMINISTRATION 


New Paraplegic Center.—Bids for the conversion of the West 
Roxbury, Mass., Veterans Administration Hospital to a para- 
plegic center will be accepted until June 24. The hospital is being 
converted to accommodate spinal cord injury patients currently 
being hospitalized at the Framingham, Mass., VA Hospital. All 
but 400 beds of the Framingham Hospital will be turned over 
to the Department of the Army this summer when the new 949 
bed general medical and surgical hospital in Boston is operating. 

The 400 beds at Framingham will be retained for treatment 
of paraplegic and certain medical and surgical patients until the 
West Roxbury conversion is completed. West Roxbury, now a 
316 bed general medical and surgical hospital, will have ac- 
commodations for 150 paraplegic and 150 medical and surgical 
patients when the work is completed. 


2,700 Employees Dropped.— Veterans Administration announces 
that about 2,700 administrative employees were dropped from 
its payroll up to May 31, 1952, to get down to the limitation in 
the budget for fiscal year 1953. 

The reduction was nation-wide—about 2,500 in field offices 
and about 200 in the central office at Washington, D. C. Ex- 
cluded from the cut are employees of the Department of Medi- 
cine and Surgery who staff the VA’s 154 hospitals. 

At the peak of its employment in February, 1947, VA had 
226,131 persons on the payroll. As of March 31, 1952, the latest 
date for which complete figures are available, the payroll was 
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down to 176,817 persons, including the 128,491 in the Depart- 
ment of Medicine and Surgery who are not affected by the cur- 
rent reduction in force. 


Vacancies for Residents—The San Francisco Veterans Admin- 
istration Hospital announces that there are several vacancies for 
residents in anesthesia, otorhinolaryngology, and neurological 
surgery beginning July 1, 1952. Physicians interested should 
write to Louis G. Brizzolara, M.D., Chief of Surgical Service, 


ATOMIC ENERGY COMMISSION 


Low Cost Research Reactor in Operation Under Water.—The 
development of a relatively inexpensive, low power nuclear re- 
actor, unique in that it is submerged in water to protect operators 
from radiation, was announced May 19 by the Oak Ridge Opera- 
tions Office of the Atomic Energy Commission. The structure 
is popularly known as the “swimming pool,” since the reactor 
is submerged in a pool of water 20 ft. deep, 20 ft. wide, and 40 
ft. long, in which it can be moved about. The reactor became 
“critical” on Dec. 17, 1950, and was placed in operation soon 
afterward. The entire structure cost less than $250,000 to con- 
struct, exclusive of fuel. Of this amount, the reactor core itself 
cost $58,400, the rest of the cost being for concrete work, the 
building, and auxiliary equipment. This “swimming pool” re- 
actor has a continuous, full-load power rating of 10 kilowatts, 
at which it produces a maximum flux, or neutron density, of 
about 100 billion thermal neutrons per square centimeter per 
second. 

This reactor has proved to be an economical and safe pro- 
ducer of radiation for certain purposes. It is one of several types 
of reactors which might be suitable for use at schools and other 
research and training institutions. It has a variety of potential 
uses in addition to its principal role as an aid in the testing of 
shields. It enables students and other investigators to perform 
critical experiments, study neutron distribution, and, within 
limits, study the effects on reactor operation of various patterns 
of arrangement of the fuel elements. Operated at full power, 
the reactor has a flux high enough to make long irradiation 
periods unnecessary for most experiments. With the neutrons 
available from this reactor, scientists can study phenomena of 
short-life beta and gamma radiation, a field that atomic scien- 
tists consider fertile. The “swimming pool” helps also in the 
expanding practice of chemical analysis by making specimen 
materials radioactive. In addition, since a neutron beam from 
this reactor can be collimated—that is, in a sense, “focused”— 
with ease, equipment for neutron diffraction research can be 
used with this equipment. 


Report of Isotope Distribution.—More than 600 universities, 
hospitals, and research laboratories in 46 states are using isotopes 
produced by the U. S. Atomic Energy Commission for medical, 
biological, industrial, agricultural and scientific research, and 
medical diagnosis and treatment. 

The Atomic Energy Commission has just issued a report, 
“Isotopes—A Five Year Summary of UV. S. Distribution,” which 
is available from the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C., for $1 per copy. The full 
report on isotope distribution for five years shows more than 
18,900 shipments of radivactive isotopes and 1,500 stable iso- 
topes have been made to users in the United States and 1,100 
radioactive isotope shipments to users outside the United States. 

A brief summary of the growth of the isotopes program and 
descriptions of their uses are included in the report with a list 
of the users and the titles of 1,400 technical reports and papers 
published on isotope work in the past two years. 


MISCELLANEOUS 


Rehabilitation After Visual Impairment.—The U. S. Office of 
Vocational Rehabilitation reports rehabilitation and employ- 
ment of more than 8,000 persons with eye disabilities during 
the last fiscal year. Of these, 3,000 were blind and 1 in 10 of the 
group had never worked before rehabilitation. Since the start 
of the federal-state vocational rehabilitation program in 1943, 
about 48,000 persons with visual impairments have been re- 
habilitated to the point where they can be employed. 
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FOREIGN LETTERS 


ARGENTINA 


Duration of Life—The general director of the National Statis- 
tical Service has published information on the life expectancy 
of the people of the Argentine Republic for the years 1914 and 
1947. During the third of a century between these two years 
there has been a definite increase in life expectancy in this coun- 
try as in the United States, although that for Argentina is not 
as high as that for the United States. In 1914 the figures were 
45.2 years for men and 47.5 for women; in 1947 they were 56.9 
for men and 61.4 for women. The real increase was 11.7 (25.9%) 
years for men and 13.9 (29.3%) years for women: The principal 
reasons for the present longer mean duration of life are the 
decreases in child mortality and in the prevalence of infectious 
diseases. Life expectancy is higher than the average in the large 
citles and the eastern agricultural region, and it is lower in the 
northern and western provinces. 


Forensic Medicine.—The First National Conference on Forensic 
Medicine was held in Buenos Aires during the first week of 
March. The program was organized by the Ministry of Public 
Health, and the opening speech was delivered by the Minister 
of Public Health, Dr. Ramon Carrillo. The final report was 
given by Dr. Lorenzo A. Garcia, technical assistant secretary 
of the ministry. The conference expressed the hope that the 
sanitary code prepared by the ministry will be promulgated in 
the near future. Recommendations were passed in favor of in- 
creasing the ministry’s intervention in professional activities in 
such areas as requirements for the professional license, require- 
ments for the title of specialist and the public announcement 
of its bestowal, and regulation of the practices of auxiliary 
medical personnel. One declaration recommended enforcement 
of the respect due to medical secrecy and asked severe penalties 
for its breaking and suppression of conditional penalties in such 
cases. The conference recommended that professional salaries 
be established by the Ministry of Public Health for the whole 
country. 


Geriatrics.—The two societies devoted to the study of old age 
have merged into a new society called the Argentine Geriatric 
Association (Asociacion Argentina de Geriatria). The new presi- 
dent is Dr. Enrique Rottger. 


BRAZIL 


Experimental Leishmaniotic Histiocytoma in Hamsters.—Dr. F. 
Guimaraes, of the Oswaldo Cruz Institute, is carrying out ex- 
perimental studies on American leishmaniasis, the first three of 
which, relating to the occurrence of Leishmania braziliensis 
in hamsters and in mice and the behavior of six different strains 
of the parasite in those rodents, have been reported in previous 
letters. In the studies, the findings were similar to those observed 
in kala-azar independently of the route of inoculation. In a 
fourth paper, he recently reported the study on the lesions pro- 
duced by a new strain of L. braziliensis obtained from a case 
of nodulotumoral leishmaniasis, which occurred in a locality 
of the Amazon River valley, a region of equatorial climate. 
The clinical aspects of this case are peculiar, mainly owing to 
the presence of dermal tumors formed by the proliferations of 
histiocytes, many of which are full of Leishmania. This strain 
caused no visceral lesions when injected in hamsters. Out of 
the 14 hamsters inoculated, only 2 animals showed a low num- 
ber of parasites in smears made with material from the liver, 
and | animal, in smears from the heart. No parasites were found 
in numerous sections of those organs; however, in eight ham- 
sters inoculated through the skin of the snout, all developed 
nodulotumoral lesions, clinically and histopathologically similar 
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to those of the patient. Histopathologically, in both the patient 
and the hamsters, the author found a rich proliferation of his- 
tiocytes in the derma, which was full of parasites (leishmaniotic 
histiocytoma). One of the hamsters, remaining infected during 
nine months and with a persistent lesion of the snout, showed 
metastatic lesions with the same histological structures in the 
ears and the anterior right paw. None of the nine hamsters 
inoculated through the peritoneal route had skin lesions. In two 
of them and three of the eight inoculated through the skin of 
the snout, periorchitis, similar to that obtained in several ham- 
sters inoculated with the six strains of L. braziliensis above 
mentioned, developed. Periorchitis, a lesion caused by all the 
species of Leishmania, is the subject of an experimental study 
to be reported in the next paper of the series, relating to the 
pathogenicity of the above cited Amazonian strain. The dis- 
similarities between this strain and the other six previously re- 
ferred to suggests to Dr. Guimaraes that he has probably met 
a particular variety of the species L. braziliensis. 


Death of Dr. André Dreyfus.—Dr. André Dreyfus, professor 
of biology at the school of philosophy, University of Sao Paulo, 
and a former dean of that school, died a few days ago at the 
age of 55. Dr. Dreyfus had formerly been professor of histology 
at the medical school of the same university and was notable in 
research in embryology and genetics. He wrote several books 
on his special field, the most widely known being his “Life and 
Universe.” A few years ago, he gave a course on genetics and 
embryology at the Sorbonne in Paris. 


DENMARK 


The Problem of Hospital Laboratories.—A lively discussion in 
the medical press has focused attention on hospital laboratories, 
with special reference to the following questions: Should hos- 
pital laboratories be centralized or decentralized? What should 
be the qualifications of the head of a hospital laboratory? What 
should be his position in the hierarchy of hospital administra- 
tion? The State Serum Institute in Copenhagen has for a long 
time held a dominating and well-deserved position in the hos- 
pital laboratory world. Here the serologic tests for syphilis for 
the whole of Denmark have been centralized resulting in uni- 
fication of the study and control of syphilis for the entire coun- 
try. With its well-trained staff, the State Serum Institute has 
made invaluable contributions to medical research for a whole 
generation. Yet in even so small and compact a country as Den- 
mark, there is a growing appreciation of the necessity for de- 
centralization, with facilities for close cooperation, more or less 
under the same roof, of laboratory experts and hospital doctors. 
The possibility of totalitarian warfare is also an argument in 
favor of decentralization. 

Not long ago the qualifications of the head of a hospital 
laboratory were comparatively simple. His position was sub- 
ordinate to that of the head of some medical or surgical service, 
and he was rather the humble instrument than the respected 
equal of his colleagues in charge of hospital beds. It has been 
suggested that this unsatisfactory state of affairs still exists to 
a certain extent in some areas in which a shortage of funds has 
checked the promotion of laboratory workers from subordinate 
positions to positions of relative independence. Hospital phy- 
sicians with administrative control of laboratory workers have, 
however, disclaimed any ambition to dominate laboratory serv- 
ices, the technical complexity of which grows yearly. The head 
of a hospital laboratory, who deals with bacteriological, bio- 
chemical, and other widely different research, is expected to help 
physicians and surgeons with their respective problems and 
should, therefore, himself be a physician, with clinical as well 
as laboratory experience. He should, it is urged, rank with the 
head of an x-ray service, with corresponding emoluments, At 
the present time, the organization of hospital laboratories in 
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Denmark is compared unfavorably with the corresponding or- 
ganization in Sweden, where, in some cases, the heads of labo- 
ratories may supplement their salaries with private practice 
(charges for tests and examinations). 

This discussion about Danish hospital laboratories is so far 
from being a mere storm in a teacup that it represents one of the 
most serious hospital administrative problems at the present 
time. In a leading article on the subject in a recent number of 
the organ of the Danish Medical Association, Ugeskrift for 
Laeger, it is plainly stated that, apart from certain areas with 
rapidly rising populations, the country is much less in need of 
more hospital beds than of improved technical equipment for 
treatment and examination. It is necessary that laboratories be 
developed that have adequate accommodations and apparatus, 
expert leadership, and well-trained staffs. Large hospital labo- 
ratories should be in the charge of specially qualified doctors, 
who should be provided with better trained assistants than has 
been the case in the past. 


Crisis in Psychiatry.—In an address delivered last February, 
Prof. Villars Lunn paid a generous tribute to the contributions 
to psychiatry made by Professors August Wimmer and Hjalmar 
Helweg. His primary emphasis, however, was on the criticisms 
to be made of the practice of psychiatry and the neglect of recent 
advances in this field in Denmark at the present time. Much has 
been discovered, but little has been done to put these discoveries 
into practice. In Professor Lunn’s opinion, psychiatry is at pres- 
ent undergoing an internal crisis, because of a clash between fol- 
lowers of the classical descriptive psychiatry and those of the 
new dynamic psychiatry, which has not yet crystallized into a 
practical form. During the past 30 years the attitude of workers 
in psychiatry has shifted from a fatalistic nihilism to a healthy 
optimism, and the field has been developed from a speculative 
philosophy to a scientific discipline in line with the other medical 
disciplines. Shock treatment, leukotomy, and other therapeutic 
measures now offer opportunities for successful treatment of 
the so-called endogenous psychoses. The public knows about 
these advances and expects physicians to utilize them for the 
good of all; however, the teaching of psychiatry has hitherto 
played too small a part in medical education, and specialists 
in psychiatry are still far too few. There is great room for im- 
provement in the full employment of psychiatric advances in 
psychiatric institutions. On the subject of hospitals for the men- 
tally ill in Denmark, Professor Lunn said that their evolution 
from inhuman isolation hospitals to humane welfare institu- 
tions and thence to rational centers of treatment has stopped 
half way. These hospitals or asylums are too few for the num- 
ber of patients they must accommodate, they are understaffed, 
and their development has lagged tremendously behind that of 
the somatic hospitals, since they have not kept pace with modern 
developments in psychiatry. 


Nationalized Pharmacy.—The sale of drugs in Denmark may 
be said to be already nationalized or socialized in certain re- 
spects. The number of pharmacists and their distribution 
throughout the country are regulated by the state. The character 
of the drugs they sell and the prices they charge for them, to 
mention only two items, are also regulated by the state. The 
subordinates on a pharmacist’s staff rank in some respects as 
servants of the state. The need for simplification and reorgani- 
zation of the whole pharmaceutical industry led, early in 1947, 
to the appointment of a government commission charged with 
the revision of the laws concerned with the manufacture and 
control of drugs. After working on this subject for five years 
and after issuing preliminary recommendations on certain fea- 
tures of the problem, this commission published its final recom- 
mendations in February, 1952. They are of interest to the 
medical profession as well as to the pharmaceutical industry, 
for doctors are obliged by law to guard the interests of the 
public in connection with pharmaceutical preparations, and they 
are expected to observe reasonable economy in prescribing drugs 
for which health insurance has to pay. 

The commission has been helped during the past five years 
by experts in various branches of the field and has worked 
through six different subcommittees, each with its own special 
field of investigation. It has not succeeded in producing a unani- 
mous report, but it has collected much valuable information 
that should aid in decisions to be made by the government. At 
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the present time, the Danish pharmaceutical industry is highly 
prosperous, and, in 1951, the value of its total production was 
about 105 million kroner. About two-thirds of these goods were 
exported, and they contributed more than a little to strengthen- 
ing the exchange value of Danish currency. It is intimated in 
certain quarters that tampering by the government with this ex 
port industry may have serious effects. If the work of the com- 
mission leads to the unification of pharmaceutical legislation, 
it will have achieved one of its main objectives. It should be 
noted in passing that the nationalization or socialization of the 
pharmaceutical industry has become a burning question also in 
Norway and Sweden. In the latter country an official report was 
issued on the subject as recently as September, 1951. 


Rationalized Hospital Reports.—In a letter to Ugeskrift for, 
Laeger, Dr. Ole Bang has drawn attention to the wastefulness 
involved in the preparation of separate hospital reports by each. 
hospital. At present every respectable hospital issues a beauti-| 
fully printed annual report of its activities. Not all of these. 
activities are dealt with on a uniform scale, and their recording 
requires much time on the part of doctors and secretaries. Would 
it not be a great saving of time, energy, and money, Dr. Bang 
suggests, if the material for these reports were to be dispatched 
to some central office, where they would be remodeled accord- 
ing to a uniform plan? He calculates that, with about 100 hos- 
pitals publishing as many annual reports, the total cost may well 
amount to a quarter of a million kroner. If the funds, or only 
a fraction of them, that are expended in this piecemeal fashion 
could be put at the disposal of a central organization with a 
well-trained staff, it should make possible the issuance of reports 
that would be suitable for comparison with those of other 
hospitals. 

On behalf of the Danish Public Health Service, Dr. Marie 
Lindhardt has answered Dr. Bang, explaining the steps already 
taken or shortly to be taken towards rationalization of hospital 
reports. In 1945, a new system for drafting hospital reports 
was introduced, with as many as 23 different groups of diseases 
to be entered in such reports. This grouping was based on the 
“diagnosis list” devised by Prof. H. C. Gram. It was, however, 
obvious that this system was far from ideal, although it intro- 
duced a certain degree of order and clarity into these reports, 
The new international nomenclature for the classification of 
diseases promises further unification and clarification of hospital 
reports, and, beginning Sept. 1, 1952, a final survey will be car- 
ried out in certain hospital departments in order to arrive at a 
system that will satisfy the objections hitherto raised. 


LONDON 


The Social Incidence of Coronary Disease.—A comparison of 
the social incidence of coronary disease (including angina pec- 
toris) and myocardial disease in England during the period 1930- 
1932 and in 1949 has been made by the chief medical statis- 
tician, General Register Office, and reported in The Lancet. In 
the period 1930-1932, 37% of deaths of men aged 45 to 74 
years were caused by coronary disease, and 20% of deaths from. 
myocardial disease occurred in social classes | and 2 (profes- 
sional occupations). In social classes 4 and 5 (unskilled workers), 
the corresponding figures were 22% for coronary deaths and 
38% for myocardial deaths. In 1949, 24% of coronary deaths 
and 18% of myocardial deaths occurred in social classes 1 and 
2, compared with 27% for coronary and 37% for myocardial 
deaths in social classes 4 and 5. In other words, assuming that 
there has been no great transfer of population from one social 
class to another and no pronounced age changes in the various 
social classes, the gradient of mortality from myocardial dis- 
ease, increasing in the period 1930-1932 from social class 1 
to social class 5, was still present in 1949, but the contrasting 
gradient of mortality from coronary disease, declining between 
1930 and 1932 from social class 1 to social class 5, was less 
evident in 1949. An analysis of the deaths of men aged 45 to 
74 years caused by coronary or by myocardial disease in the, 
period 1930 to 1932 and in 1949, in each social class, shows 
that, for all men in this age group, the proportion of coronary 
deaths (expressed as a percentage of the combined total of deaths 
from coronary and from myocardial disease) increased from 20, 
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to 61%. In the period 1930-1932, the proportion of deaths 
from coronary disease in social class 1 (44%) was four times 
greater than in social class 5 (11%). In 1949, the corresponding 
figure was 76% in social class | and 52% in social class 5; i. e., 
the proportion of such deaths in social class 1 was only 1.5 
times greater than in social class 5. In 1949, in social class 3 
{skilled workers), the proportion of deaths from coronary dis- 
ease was highest among clerical workers (71%) and lowest 
among miners (47%). 


The Health of Scotland.—Health statistics published for Scot- 
land for 1951 show that the birth rate was 17.7 per 1,000 of 
the population, the lowest since World War II and equal to the 
average for the period 1935-1939. The death rate of 12.9 per 
1,000 of the population was 0.5 above that for 1950. The infant 
mortality rate of 37 per 1,000 live births was the lowest ever 
recorded, as was the neonatal death rate of 22 per 1,000. The 
stillbirth rate of 27 per 1,000 births was the same as in 1950, 
and the maternal mortality rate, 1.1 per 1,000 live births and 
stillbirths, was also unchanged from 1950. The most satisfactory 
feature of the year was the drop in the death rate from res- 
piratory tuberculosis to 37 per 100,000 of the population, com- 
pared with 66 in 1948. The notification rate did not decline as 
satisfactorily, being 154 compared with 167 in 1949. Coronary 
heart disease accounted for 1 death in 10, compared with 1 in 
100, 20 years ago. Some interesting sidelights are thrown on 
the cost of the National Health Service. The cost of prescrip- 
tions was almost £21,000,000, which is equivalent to an average 
cost of 4s.7d. per person. The average cost per hospital in- 
patient was 19s.8d. per day; for each outpatient attendance, it 
was 4s.8d. Since charges for spectacles and dentures were intro- 
duced last May, applications have dropped about 55% for spec- 
tacles and about 30% for dentures. 


Employment of Old Persons.—At a recent conference organized 
by the National Old People’s Welfare Committee, the Minister 
of Labor and National Service reported that the percentage of 
persons of pensionable age now employed is lower than it was 
20 years ago. Of a total of 6.5 million persons of pensionable 
age, of whom 2 million are men aged 65 to 70 or women aged 
60 to 65, only 1 million are working. He stated that it was 
the policy of the government to encourage the employment of 
older persons; the aim was that no one should be denied employ- 
ment on account of age alone, as long as he or she is willing 
to work. Referring to the setting up of the National Advisory 
Committee on the employment of older persons, he expressed 
the hope that it would advise on such problems as the promo- 
tion of younger employees, fixed retiring ages, and arbitrarily 
fixed upper limits for recruitment. The chief medical officer of 
the London Transport Executive considered that “industry wants 
its old people, and it wants them badly. . . Among other 
things, they have a steadiness, a loyalty, and a calm influence 
for good human relations.” Like the Minister of Labor, he was 
opposed to the segregation,of older persons in separate work- 
shops when this could be avoided. He was of the opinion that 
“most men could remain in their jobs at least several years be- 
yond the present retiring age, with benefit to themselves, their 
work, and their colleagues.” 


John Hunter Memorial.—On Feb. 14, the president, the council, 
and members of the Royal College of Surgeons attended a special 
service at St. Martin-in-the-Field for the unveiling and dedica- 
tion of a memorial plaque commemorating the fact that John 
Hunter was originally buried in the vaults of the church. The 
inscription on the plaque, which was unveiled by Sir Henry 
Dale, reads as follows: “Erected by the Royal College of Sur- 
geons of England to record that there rested in these vaults 
from 1793 to 1859 the body of John Hunter, founder of scientific 
surgery. After a long and diligent search initiated and carried 
out by Frank Buckland, a member of the college, the remains 
were identified and transferred to Westminster Abbey.” 

The story behind this occasion is an iateresting one. The re- 
mains of John Hunter were buried in the vaults of St. Martin- 
in-the-Field in 1793. In 1859, Frank Buckland, who was at that 
time assistant surgeon to the Second Life Guards and who had 
qualified at St. George’s Hospital, Hunter’s former hospital, hap- 
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pened to see the notice of an order requiring the vaults of St. 
Martin’s to be cleared of coffins. Buckland, a fervent admirer 
of Hunter, decided to identify Hunter’s remains and ensure that 
they were treated with the respect they deserved. The task was 
not an enviable one, as 3,260 coffins were removed and inspected, 
and Hunter’s was second to the last to be removed. It was re- 
moved to Westminster Abbey, where it now lies between the 
resting places of Ben Jonson and Sir Charles Lyell. 


Dangers of Hypnotism.—Hypnotism is at present undergoing 
one of its “comebacks” in popular favor. Its appearance in 
music halls has become so popular that questions about the 
possibility of banning it as a form of public amusement have 
been asked in Parliament. The president of the Royal College 
of Physicians has now written a strong letter to The Times, 
in the course of which he says, “May I express what I know 
to be the strongly held opinion of the medical profession in this 
country that hypnotism is subject to dangers and abuses which 
make it unsuitable for public demonstration or experiment by 
persons without scientific qualifications?” An interesting response 
to this letter is one from the president of the British Psycho- 
logical Society, from which the following statement is excerpted: 
“While in agreement with the excellent letter of the President 
of the Royal College of Physicians on the dangers of stage 
hypnotism and the desirability of limiting the practice of hypno- 
tism to medically qualified people, I would like to point out that 
such medical qualifications should also include adequate quali- 
fication in the sciences of psychology and psychiatry, and train- 
ing in the practice of analytical psychotherapy.” 


“Cathode Rayitis.”.—The following excerpts are taken from the 
recently published annual report of the school medical officer 
for Hertfordshire: “The children look permanently tired and 
are drowsy in class. After questioning a number of these chil- 
dren it seems that television has aggravated the difficulty of 
getting them to bed. . . . Perhaps, before long, ‘television syn- 
drome’ or ‘cathode rayitis’ will make an unfamiliar appear- 
ance in the up-to-date medical textbooks. . . . Apart from the 
harm done by constant late hours, there is also the effect of 
eyestrain on those with defective vision to be considered. More- 
over, with technical developments, larger and brighter pictures, 
suitable for daylight viewing, are now commonplace. It is no 
unusual thing when visiting homes to find youngsters grouped 
around the television in a stuffy room, perhaps watching the 
broadcast of some sporting event, when normally they would 
themselves have been enjoying exercise in healthy fresh air.” 


PARIS 


Tetany Crises in the Course of p-Aminosalicylic Treatment.— 
At the Nov. 23, 1951, meeting of the Medical Society of the 
Paris Hospitals, Drs. Albeaux-Fernet and Danel and their asso- 
ciates reported two cases of tetany crisis occurring during the 
course of treatment of pleurisy with p-aminosalicylic acid ad- 
ministered intravenously. The first case was that of a 19-year- 
old boy, who had been treated with streptomycin and p-amino- 
salicylic acid orally until gastric intolerance, on the 15th day, 
led to the institution of intravenous administration of p-amino- 
salicylic acid. On the fifth day, a typical tetany crisis occurred, 
which lasted for an hour. Provoked hyperpnea reproduced the 
tetany crisis, which ceased five minutes after an intravenous in- 
jection of 10 cc. of calcium gluconate. The second patient was 
a 22-year-old nurse, who was given | gm. of streptomycin and 
15 gm. of p-aminosalicylic acid intravenously. Fifteen minutes 
after the first perfusion (24 to 28 drops per minute), a typical 
tetany crisis, accompanied by heart failure, occurred. Later, p- 
aminosalicylic acid was given orally without further incident. 
These two cases of tetany simulated an intense decompensated 
alkalosis, a seeming paradox during treatment with an acid; how- 
ever, inquiry revealed that the p-aminosalicylic acid used was put 
into the solution for perfusions by buffering with an alkaline sub- 
stance, the exact composition of which could not be ascertained 
by the authors, but it was this alkali that was responsible for 
the two reactions. 
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Intent on remaining at peace, the democracies of the West- 
ern World have determined that under current world conditions 
the most effective way of achieving that purpose is to remain 
strong through defense preparation. In the mobilization of our 
material, human, financial, social, and spiritual resources for 
defense, it is readily apparent that the major factor of our suc- 
cess will be dependent on manpower. This has been evident 
since Adam Smith advanced this thesis in his “Wealth of Na- 
tions” and the world turned from an agricultural to an industrial 
economy. 


It is a matter of simple arithmetic to see that today the North 
Atlantic Pact countries fall far short of our potential enemies 
in the gross number of men available for military service. On 
the basis of our past performance it seems obvious, however, 
that our industrial power, when fully mobilized, can more than 
offset this numerical advantage. If the latest developments in 
science and engineering through research, coupled with mass 
production techniques, are to balance the scales in our favor, our 
nation must have sufficient manpower to make full use of our 
industrial potential. 


To achieve the goals of our current national plans for mobili- 
zation for the maintenance of a strong civilian economy re- 
quires full and effective utilization of our manpower resources. 
Manpower can be developed, but, unlike many industrial re- 
sources, it cannot be stockpiled. Total manpower resources are 
fixed in number, and, unless fully developed and effectively used, 
can become the limiting factor in production and in military 
strength. 


Today the manpower situation generally is much more criti- 
cal than it was in 1940. Then 8,000,000 persons were unem- 
ployed; in May, 1951, the unemployment level stood at 1,609,000 
—the lowest since World War Ul ended in August, 1945. The 
number of employed citizens at that time was 61,193,000. 


In his last quarterly report to the President issued April 1, 
Mr. Charles E. Wilson, former Director of Defense Mobilization, 
reported that defense employment has risen from 2 million at 
the time of Korea to 5.5 million at the end of 1951 and close to 
6 million at the present time. To accomplish the national security 
program as now scheduled, he stated, almost 2 million defense 
workers will have to be added during the rest of this year to the 
nearly 6 million now employed. In 1951, 4 million of the “extra” 
workers brought into the labor force came from the ranks of 
women and older workers. A high percentage of “extra” workers 
in the future must come from the ranks of the physically handi- 
capped. 

Recognizing this, the Office of Defense Mobilization last July 
established a special Task Force on the Handicapped to recom- 
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mend methods of more effective use of handicapped workers in 
defense production. The Task Force, composed of distinguished 
leaders in medicine, industry, labor, vocational guidance, selective 
placement, and voluntary health organizations, produced in its 
report issued in January one of the most significant documents 
on rehabilitation published to date. In its opening paragraph, the 
report calls attention to the recognition by Congress, govern- 
mental agencies, business and labor groups, and others concerned 
with defense production of the impact on production of the loss 
to our labor force of the 621,000 young Americans who were 
inducted into the armed forces by the Selective Service System 
during the year ended Sept. 30, 1951. It then adds pointedly, 
“Yet, during the same year, our economy lost 250,000 workers 
through disablement as a result of injury and disease. We lost 
them without fanfare, through the ‘back door’ of our national 
consciousness with too few of us realizing the enormity of the 
loss.” 


While the loss of those entering the military service is in the 
national interest and is temporary, the report stresses, the loss of 
those suffering disablement is, for the most part, unnecessary 
and at the expense of the national interest. In addition, it asserts, 
at the present rate of rehabilitation in this country, a high per- 
centage of the disabled group are lost permanentiy. After evalu- 
ating the results of available surveys, the Task Force concluded 
that there were, conservatively, 2 million physically handicapped 
persons in this country who could and should be rehabilitated 
and placed or advanced in employment. This number, they said, 
will increase substantially in coming years as the result of medical 
advances that prevent death but leave survivors disabled, and the 
high incidence of chronic disease and disability that is resulting 
from our becoming a nation of older persons. 


In urging an expansion of services for rehabilitating and 
employing more handicapped workers at the national, state, and 
community levels, the Task Force asserted that the nation was 
now in a position to do more to overcome the handicapping 
effects of disability than at any other time in our history. We 
have reached this favorable position, the report stated, because 
of advances in medical knowledge, the development of rehabilita- 
tion centers, improved methods of education for the handi- 
capped, better prosthetic aids, broadening of services under the 
federal-state vocational rehabilitation programs, expanded re- 
habilitation services for veterans, expansion of voluntary services 
and of insurance and related coverage, better placement methods, 
and increased understanding by management, labor and the 
public. 


Basic to all of these developments, the Task Force pointed 
out, is our changing concept of disability, “When physical 
standards were drawn up during the first and second decades of 
this century,” they noted, “they were influenced by the ‘ana- 
tomical’ concept of medicine, which was then in sway. Compe- 
tence was measured in terms of anatomical perfection. A man 
was either fit or unfit to work, depending on whether or not he 
was anatomically whole. It was all or none. A man could do the 
whole job or none of it. He was disabled for all work if he was 
disabled for any part of it.” With the development of the physi- 
ological or functional concept and the specialization and sub- 
division of jobs into their components, the “perfect anatomical 
specimen” concept of man is no longer valid in determining 
suitability for employment. 

The general framework for strengthening services necessary 
to evaluate, prepare, and fit the chronically ill and disabled into 
employment already exists among the public and voluntary 
agencies provided maximum, practical, and coordinated use is 
made of them. 


The emphasis on the need for manpower has focused atten- 
tion on the community responsibility toward the chronically ill 
and disabled worker, particularly in the efforts of a group of 
businessmen in New York City known as the “Just One Break” 
Committee. This group of lawyers, bankers, personnel directors, 
newspapermen, and businessmen have founded a permanent 
association and become a Division of the New York University- 
Bellevue Medical Center Institute of Physical Medicine and 
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Rehabilitation to represent the community in providing employ- 
ment opportunities for the severely disabled worker. Their 
primary goal is research into the problems which the labor- 
management team is experiencing in their efforts to overcome 
existing prejudices and misunderstandings of the disabled. 
Their program is founded on the belief that the community, 
not exclusively the medical-social welfare groups but the entire 
community, not only has the duty to support the permanently 
disabled individual, but also the duty to see to it that he shall 
be given the opportunity to contribute his share to the common 
economic effort. It has been clearly demonstrated during World 
War II that the disabled compete successfully with their more 
fortunate fellow workers. Yet the industrial concept of physical 
fitness readily reverted to its prewar status when the emergencies 
were ended. JOB has set up a permanent organization that is 
aware of the humanitarian as well as economic reasons for halt- 
ing the present entirely needless waste of our human resources. If 
society demands their material production in a period of critical 
emergency and manpower shortages, then it has the duty to en- 
courage the chronically ill and disabled to live not only within 
the limits of their capabilities, but also to the maximum of their 
capacity for self-development and enjoyment in free competition 
with their fellow man. 

This represents an interesting experiment in medicoeconomic 
planning coupled with coordination of training and personnel 
policies by all interested groups in the community, including 
industrial, labor, military, and civilian leaders. The result, not 
only in creating long-range understanding, but in the placement 
of chronically ill and disabled individuals, has been dramatic. 
In adjusting the concept of the relation of physical fitness 
to the physical demands of the job to be performed, this group 
has prepared a framework of understanding disability in the 
economic sense. They have indicated that, in the simplest pos- 
sible terms, economic disability is inability by reason of physi- 
cal or mental defects to earn a living, and they have recognized 
that economic disability may be, in many cases, the result of 
prejudice and misunderstanding which has warped the industrial 
concept of physical fitness. They have pointed out that the best 
results from the medical standpoint of a program of physical 
medicine and rehabilitation may result in economic disability 
unless the full resources of the community can be coordinated 
with the medical team to provide productive work for those 
who are able to produce. 

The staggering price we pay for the luxury of this misunder- 
standing of industrial physical fitness is overwhelming. The 
labor force today is somewhat in excess of 60 million people. 
If we compute disability among this group alone on the basis 
of five days of compensable disability per worker per year, it 
will give a total of 300 million days per year. Calculating wage 
loss at $6 per day, we have a loss of $1,800,000,000. If we esti- 
mate production loss at about twice this figure, we can estimate 
total annual loss from disability of workers alone as in the 
neighborhood of 5.5 billion dollars. The magnitude of this 
figure, which ignores all disability outside the labor force, is 
demonstrated to the community by JOB when they point out 
that this loss equals approximately the total surplus of all active 
banks in 1946 and exceeds the total capital funds of all national 
banks for the same year. It also exceeds the total installment 
credit for 1946, the total life insurance premiums for 1946, and 
the total loss from fire in the country for the years 1937 to 1946. 


The awareness of community responsibility in the pilot study 
set up by the “Just One Break”’ businessmen’s group in New 
York City is proving that the absence of disease does not nec- 
essarily mean physical fitness from the industrial standpoint. 
When the community realizes that employers cannot use the 
term “physically fit” in reference to employment unless it is 
qualified by asking physically fit for what, there will be a great 
deal less disability in the economic sense. The community, at 
great savings in terms of continuing support, will provide the 
disabled with the opportunity to know temporal as well as 
spiritual rights. 
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Although industry as a whole has discriminated against hiring 
the chronically ill and disabled worker because of assumptions 
that he was less efficient and more accident-prone, the strongest 
supporters of the utilization of chronically ill and disabled 
workers are those concerns that have hired large numbers of 
such workers. It should be pointed out that, although the great 
industrial concerns have thousands of jobs for disabled workers, 
they actually hire but 10% of all workers. It is to small indus- 
try, commerce, and the service trades that the great majority 
of the chronically ill and disablea must turn if they are to be 
employed. 

However, this end result of placement into competitive em- 
ployment must be predicated upon an adequate rehabilitation 
program which takes into consideration not only the physical, 
but also the psychological, social, and vocational aspects of the 
client. Such a program has been operating at the Institute of 
Physical Medicine and Rehabilitation for the past three and one- 
half years. 


As has been pointed out, it is not enough to consider the 
physical disability of the patient in his program planning. Rather, 
emphasis should be placed on his physical capabilities in very 
specific terms, such as his capacity for self-care, for walking and 
traveling, for use of his hands, and for intelligibility of speech. 
So frequently we hear of a patient’s work-tolerance, but rarely 
do we hear of tolerance for what. To be realistic and expect 
any reasonable prospect of employment, one must concentrate 
on preparing the patient for the physical demands of daily living. 
Not all patients can be so prepared and so, for some, home- 
employment or sheltered-workshop employment furnish the 
answer. But most can and should find their way into regular 
employment channels. 


Too frequently, however, consideration is given only to the 
physical aspects of the disabled person. It is a well-known fact, 
however, that most physically normal persons lose their jobs 
because of personality defects. It is into this pitfall that physi- 
cally impaired persons also tend to fall. This is because all too 
frequently those who have had a prolonged illness or hospital 
stay convalesce physically but not psychologically. When a good 
rehabilitation viewpoint is not maintained, most patients become 
debilitated psychologically. This is very important when con- 
sidering a disabled individual's potentiality for work, since many 
of the poor psychological habits which he may have built up 
in the hospital or during home treatment may be the very ones 
to make him vocationally objectionable. 


It is not uncommon for a patient in the course of hospital 
routine to become egocentric, hypochondriacal, dependent, and 
regressive, and these are four excellent reasons for failure on 
the job. These personality habits do not clear up automatically 
as the patient improves physically or as he is discharged from 
the hospital. Children do not achieve independence in one leap 
but only as a gradual process under the wise guidance of parents 
and others to whom they are entrusted. So it is with patients. 
Unless we alert ourselves from the beginning to these psycho- 
logical dangers inherent in medical treatment and take active 
steps to counteract them, our patients may achieve good physi- 
cal results but have psychological sequelae. A rehabilitation 
viewpoint stressing patient-participation and interest would ap- 
pear to carry the best promise of achieving this end. 

It is also important to recognize that the setting of a voca- 
tional goal as early in the hospital regime as possible is one of 
the best motivations for rehabilitation. This objective should 
offer reasonable expectation of achievement not only from a 
physical but from a mental, social, and vocational viewpoint. 
All too frequently one finds goals set on the basis of one of 
these factors, but not on all. The person who says all persons 
with cerebral palsy should do one type of work is committing 
the same error as the one who says that all redheads have fiery 
tempers. All vocational plans must be formulated individually. 
There is no best job for any person, only a better job from a 
whole series of possibilities. One must insist on this individu- 
ality in the face of pressure from both physicians and vocational 
counselors for job lists for various disability groups. 
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The vocational placement of persons with chronic illness and 
disability is a reflection of our basic democratic beliefs. It accepts 
a man, not for what he is not, but for what he is. It stresses the 
fact that we are dealing with individuals who are not different 
basically from one another, but who possess various degrees of 
ability. It emphasizes the slogan of placement for the disabled 
—"Ability, Not Disability, Counts.” 


COUNCIL ON INDUSTRIAL HEALTH 


REPORT OF THE COUNCIL 


The following statement has been prepared jointly by the 
American Association of Industrial Nurses, the Industrial 
Medical Association, and the Council on Industrial Health of 
the American Medical Association to clarify legal and ethical 
principles of medical-nursing services in industry, both for 
members of interested professional organizations and for in- 
dustrial employers providing any of the listed health services. 


ESSENTIALS OF MEDICAL-NURSING 
SERVICES IN INDUSTRY 


I. The value of physicians and nurses in industry depends 
upon: 
A. Training, experience and aptitude 
B. A position of authority in the industrial organization 
C. Good rapport with workers 
D. Good relations with their professional colleagues 
E. Thorough knowledge of work environment and processes 
F. Effective use of community health resources 


Il. A health service in industry should provide: 

A. A safe and healthful work place 

B. Health counseling and health education 

C. Personal medical services as required for: 
1. Observance of laws, codes and health regulations 
2. Emergency medical care 
3. Health conservation 
4. Job placement 


III. Personal medical services involving the establishment of a 

diagnosis and the definition of treatment or the perform- 
ance of specific preventive measures are the function of the 
physician; however, it is desirable for the nurse to par- 
ticipate in such services if she acts under direct medical 
supervision or under indirect supervision such as is pro- 
vided by standing orders. 
Standing orders are defined as a written compend of direc- 
tions outlining services and procedures, approved and 
signed by a licensed physician and acknowledged by him 
to be services and procedures that may be performed by a 
certain nurse under certain circumstances. Such orders 
should not attempt to delegate the exercise of medical dis- 
cretion but should serve as authorization for approved 
routine procedures for common minor conditions and as 
a directive for emergency care of more serious or compli- 
cated conditions until the physician’s arrival. 


IV. In the absence of direct medical supervision, the nurse 
should acquaint her employer with the legal and ethical 
scope of her services. She should at no time exceed the 
limits imposed on her by training and licensure. If the 
nurse is asked to perform services exceeding her legal and 
ethical limitations, she should seek advice from the nearest 
official medical and nursing agencies. 


V. In respect to industrial health services other than those 
listed as personal, the nurse can exercise considerable 
initiative. Practical limits must be based on her training, 
experience, and the availability of qualified consultants. 


COUNCIL ON MEDICAL SERVICE 597 


COUNCIL ON MEDICAL SERVICE 


MEDICAL SERVICES TO DEPENDENTS 
OF SERVICEMEN 


At the time of the Midcentury White House Conference on 
Children and Youth (November, 1950) it became evident that 
considerable thought was being given to the necessity for de- 
velopingsa program similar to the Emergency Maternity and 
Infant Care (E. M. I. C.) Program of World War II. In addi- 
tion, special programs for providing various medical services to 
dependents of servicemen are again under consideration by Con- 
gress. Two of the bills ask for practically the same program as 
operated by the Children’s Bureau during World War II, with 
the exception that benefits would be extended to wives and 
children (up to 21 years) of all enlisted members of the armed 
forces. These bills are S. 1245, introduced by Senator Humphrey 
(Minn.), and its House counterpart, identical in phrasing, H. R. 
4176, introduced by Congressman Mitchell (Washington State). 

A third E. M. I. C. type of bill is H. R. 3349, introduced by 
Congressman Flood (Pa.), which would entitle the wife of any 
serviceman to a grant of $100 to help defray expenses incurred 
during childbirth, providing the expenses constitute a financial 
hardship. The bill would be administered by the military serv- 
ice, and payment would be made in the form of a cash award 
to the serviceman’s wife. 

The fourth bill of this type is S. 2337, introduced by Senator 
Lehman (N. Y.). The bill is similar to S. 1245 in that it pro- 
vides for a maternity and infant care program under the Chil- 
dren’s Bureau following the pattern set during World War II; 
however, it includes a second section that would establish a new 
program for all bed patient dependents of enlisted servicemen 
to be financed on a fifty-fifty federal-state matching basis. Hear- 
ings have been held on these bills before the health subcom- 
mittee of the Senate Committee on Labor and Public Welfare. 
Testimony of A. M. A. representatives appeared in the March 
22, 1952, issue of THE JouRNAL (page 1037). 


COMMITTEE CONSIDERATION 


Early in 1951 the Council’s Committee on Maternal and 
Child Care ' began to occupy itself with the problems involved 
in the reactivation of an E. M. I. C. type of program. As a first 
step the Committee polled the state medical associations and 
about 400 physicians in 37 states (including general practitioners, 
obstetricians, and pediatricians) to learn their reactions to the 
E. M. I. C. operations. The survey or poll was not intended 
to be exhaustive but was merely to assist the Committee if and 
when it was called upon to participate in discussions on the 
subject; and in this the survey has been most helpful. 

The individual physicians were almost equally divided as to 
the over-all performance rating of the E. M. I. C. program, 
A small majority (55%) indicated that the program was un- 
satisfactory, while the rest (45%) felt it was generally adequate 
for the purpose for which it was formed. On the other hand, 
in response to this same question, only 30% of the state medi- 
cal associations believed the program was generally satisfactory, 
with 70% dissenting. 

The patient-E. M. I. C. relationships were thought to be 
satisfactory by 70% of both physicians and state associations; 
however, quite a different reaction was received to the question 
on physician-E. M. I. C. relationships. Only 37% of the phy- 
sicians and but 27% of the state associations reported that the 
relationship between the program and the physicians was satis- 
factory. The chief complaint of the profession, almost to a 
member, was that the program, developed prematurely in the 
Children’s Bureau, gave little if any voice in the planning to 
the doctors of medicine who performed the medical service. 
Typical comments included “Too many inflexible rules”; “E. M. 
I. C. dictated to physicians”; and “Physicians were antagonized 
by the attempt to reconcile ‘state plans’ with edicts of the U. S. 


1. Committee members: W. L. Crawford, M.D., Chairman, Rockford, 
Ill.; W. F. Mengert, M.D., Dallas, Texas; H. B. Mulholland, M.D., Char- 
lottesville, Va.; S. R. Truman, M.D., Oakland, Calif.; G. D. Murphy, Jr., 
M.D., El Dorado, Ark., and D. A. Dukelow, M.D, Consultant, Chicago, 
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Children’s Bureau.” Other comments were made using such 
words as “paternalistic,” “discriminatory,” and “dictatorial,” to 
describe the feeling of physicians in regard to the over-all ad- 
ministration of the program. 

The second commonest complaint concerned the inequitable 
arrangement used for reimbursing physicians who performed 
the actual maternal and child care services. Almost three- 
quarters of the physicians replying thought that the average fee 
($50) for care prior to, during, and after birth was inconsistent 
with other phases of the program and most certainly with re- 
gard to services rendered. Another objection regarding fees had 
to do with the ruling prohibiting added payments on the part 
of patients, even though the patient was both able and willing 
to augment the arbitrary E. M. I. C. figure. Many patients, how- 
ever, did make added payments over and above those allowed 
by the Children’s Bureau only to have these actions termed 
“abuses of the system.” Particularly distasteful to patient and 
physician alike was the “all or none” ruling preventing the 
patient from obtaining hospital benefits when a nonparticipat- 
ing physician was selected. Either the physician agreed to work 
under E. M. I. C. rulings, or the patient received no benefits— 
not even hospitalization. 

A third and particularly irritating phase of E. M. I. C. was 
that which finds its way into nearly every system designed for 
the “grass roots” and administered from afar—the time-consum- 
ing, ever existent “red tape.” Over 70% of the individual phy- 
sicians thought the paperwork to be excessive, and 87% of the 
state medical associations, reflecting the opinions of their mem- 
berships, thought likewise. Comments along this line included 
“Paperwork took as much time as care of the patient”; “the 
blanks to be filled out were multiplied beyond reason”; and 
“E, M. I. C. forms were changed constantly and created 
confusion.” 

Despite the medical profession’s dissatisfaction with the pro- 
gram’s inflexibility, its inadequate fees, and excessive paperwork, 
the majority of both physicians and state associations reported 
that the wives and babies of servicemen received adequate care. 
It was obvious from the replies that even though most physicians 
did not like the program, they accepted participation as a patri- 
otic duty and gave the best care possible. As one physician ex- 
pressed it, “We gave our patients good care despite of and not 
because of this program.” In fact, it was not uncommon for a 
physician to bypass the red tape and care for servicemen’s wives 
without charge. 

Both physicians and state medical associations had many sug- 
gestions to make in the light of their experiences under E. M. 
I. C. Generally speaking, these fall into three groupings. First, 
many of the evils of E. M. I. C. can be directly traced to the 
fact that the program like Topsy “wasn’t born—just growed.” 
The entire plan was built from appropriation bills, with little 
else to establish its legality. As a result, its entire life was fraught 
with uncertainty and lack of established principles beyond those 
enunciated from day to day by the Children’s Bureau. Any new 
‘program for like aid should be based on substantive legislation. 
This means bills will have to be introduced, as some already 
have, and in the course of the trip to statute books they will 
encounter public hearings, testimony pro and con, and floor 
debate. Thus, through recognized procedures the need for such 
‘a program will have to be shown, and any program that is 
established will have the benefit of greater stability. Second, any 
new program that may be created will have to have a greater 
degree of elasticity in its regulations, with some system for 
handling complaints and eliminating bottlenecks at the local 
level. No more should the Children’s Bureau be the oracle to 
which all must turn and bow for guidance in every procedure. 
Medical and hospital organizations should have a definite part 
in any program that may be devised, and the physicians would 
like to see existing voluntary agencies utilized to their fullest 
extent. The practicing physicians believe they should be con- 
sulted when changes are contemplated in accepted policy and 
procedure. For instance, in regard to reporting procedures, the 
physicians agree that forms should be kept to a minimum for 
all concerned, with a resultant decrease in administrative load. 
And third, most of the physicians recommended a more real- 
istic scale for reimbursement. In other words, fees should be 
commensurate with services rendered and in keeping with local 
_conditions. Comments regarding this phase were filled with sug- 
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gestions making it obvious that much thought and planning 
would be required should another program such as E. M. I. C. 
be necessary. 

Not content with learning the opinions of individual phy- 
sicians and medical societies, during the spring and fall of 1951 
the Committee held conferences and conversations with repre- 
sentatives of obstetric and gynecologic groups and such organi- 
zations as the American Academy of Pediatrics, American 
Legion, Association of State and Territorial Health Officers, 
American Committee on Maternal Welfare, Catholic Hospital 
Association, American Hospital Association, American Pro- 
testant Hospital Association, and the American National Red 
Cross. The Committee also met on several occasions with repre- 
sentatives of the Children’s Bureau. While the representatives 
were not asked to speak officially for their respective organiza- 
tions, they provided the Committee with considerable informa- 
tion as to the nature of the need for such a program at the 
present time. It was generally conceded, except by the Chil- 
dren’s Bureau, that no widespread emergency existed that war- 
ranted setting up a special national maternal and infant care 
program for wives and dependents of servicemen similar to the 
E. M. I. C. program of World War II. It was also generally 
agreed that actual facts were not readily available and that a 
series of studies might well be undertaken to learn more con- 
cerning the medical problems confronting the dependents of 
servicemen. The Committee explored the possibility of such 
studies in a number of areas and decided to follow through on 
the idea with a completely impartial study of the situation in 
regard to obstetric and pediatric care in Los Angeles County, 
California. 

Here the Research Department of the Welfare Council had 
already conducted one study and was interested in continuing 
with further studies in the field. Aside from the fact that a 
well-qualified and certainly unbiased research staff was avail- 
able, it is estimated that Los Angeles County has approxi- 
mately 125,000 dependents of servicemen. Arrangements were 
made for the A. M. A. to finance a major portion of the study 
and to publish the results. Actually, the study itself is divided 
into three parts. Part 1 has been completed, and an abstract of 
this part, together with a brief description of parts 2 and 3, 
follows this report. 


MATERNITY AND INFANT CARE PROVISIONS 
FOR SERVICEMEN’S WIVES 


Genevieve W. Carter, Ph.D. 
Emanuel Reznick, 

and 

Gloria Roman, M.A., Los Angeles 


The following account presents an abstract of part 1 of an 
extensive study under way in the Research Department of the 
Welfare Council of Metropolitan Los Angeles for the purpose 
of determining: (a) the magnitude and nature of the need for 
obstetric, pediatric,' and hospital care for wives of servicemen; * 
(b) the manner in which these needs are currently being met 
through local medical resources; and (c) the expressed reactions 
of the servicemen’s wives in regard to present provisions for such 
care. 

This article briefly discusses (1) the concept of need as it 
operates as a frame of reference for study findings; (2) the 
method employed in part 1 of the completed study and of the 
method used in part 2 now under way; (3) some characteristics 
of the geographic setting of the study population; (4) composite 
case abstracts representing typical cases; and (5) a review of 
some of the major findings of part 1. 


From the Research Department, Welfare Council of Metropolitan 
Los Angeles. 

1. In this portion of the study pediatric care was limited to projected 
plans for medical care of the new infant born during the study period. 

2. Wives of servicemen were defined, for purposes of the study, as 
women who are married to enlisted men in the seven lowest pay grades 
of the armed forces, who utilized hospitals located in Los Angeles County 
for delivery during the study period, or who had Los Angeles County 
residence but utilized hospitals adjacent to Los Angeles County for de- 
livery during the study period. 
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1. WHAT IS NEED?. 


A study that has as its purpose a description of the magnitude 
and nature of need accepts as one of its premises that findings 
about a particular need must be placed within some value frame 
of reference. If one defines need as receiving or not receiving 
medical care, the findings of this study will indicate, to the satis- 
faction of most readers, that the servicemen’s wives as a group 
evidenced only minor magnitude of need, since in fact they did 
receive medical care. If need is defined as undue hardship in 
securing and paying for medical services, criteria for “undue 
hardship” must be defined and one who evaluates the 98 abstracts 
of interviews of the women in the sample must do so in terms of 
his own criteria. In choosing criteria for defining “undue hard- 
ship” one must take into account the remedial measures proposed, 
such as legislation for an E. M. I. C.-type program or health in- 
surance benefits. (For instance, hardship due to delayed allot- 
ment checks would not be corrected by the above remedial 
measures. However, paying for private medical care at a sac- 
rifice that leaves no money for necessary homemaker service for 
care of other children while the mother is in the hospital for 
delivery may result in “undue hardship.”) 

On the other hand, there would be no basis for study of need 
if there were general agreement that financial aid for maternity 
and infant care should be available to servicemen’s wives as 
“a gift of gratitude,” or as a service benefit for all men in mili- 
tary service. If financial aid for medical care is a gesture of 
patriotic gratitude, it should then be available to all pay grades. 

Social research can identify and describe need, and statistical 
treatment can analyze and quantify need. However, recognition 
of need for the purposes of legislation, or the financing of broad 
programs to meet need depend on a number of social, political, 
and economic factors that are not inherent in the data of such 
studies. 


Cultural values in our democratic society are constanly being 
changed and reformulated. Given a set of descriptive data about 
need in securing and financing medical care in 1952, a course of 
action leading to the expenditure of millions of dollars may be 
entirely acceptable, while the same degree of need in 1955, with 
an emphasis on economy, may result in a lack of recognition. In 
short, need is a relative concept that is interpreted within an 
individual (or group) value trame of reference. Recognition of a 
particular need depends on facts available, the type of proposed 
remedial services, weighing of other needs, the amount of money 
available to meet other needs, and the total social or political 
climate as to what is generally acceptable at that particular time. 

The following facts have not been analyzed or formulated to 
conform with any particular point of view or philosophy of 
medical service program. The researchers have enjoyed complete 
freedom in developing the design for the study, for interview 
schedule construction, and for analysis of results. The study 
results are limited to a description of patterns of use of, and 
payment for, maternity and infant care services, the factors as- 
sociated with specific choices, and the effect of these choices on 
a specific segment of the life situation of the wives of servicemen. 


2. THE STUDY PLAN 


The study plan was proposed in three units: part 1 consisted 
of interviews with enlisted men’s wives who delivered in a sample 
period during January, 1952; part 2 of interviews with a stratified 
random sample of wives who delivered during August, 1951; and 
part 3 of interviews with wives in a war-impact area outside of 
California where medical facilities are known to be overtaxed. 
The last part of the study has not yet been authorized. 


Part 1.—Los Angeles County was the geographic unit covered 
in a sample week during January, 1952. Eighty-nine public, pri- 
vate profit, and nonprofit hospitals were surveyed by trained 
interviewers. Because of the short hospitalization period, three 
contacts with each hospital were necessary. Simultaneously, all 
military facilities located outside of but in the vicinity of Los 
Angeles County where enlisted men’s wives with Los Angeles 
County residence received prenatal or hospital care for delivery 
were surveyed. The birth records were searched to cheek the 
cases reported by the hospitals, and vital statistics were reviewed 
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to check on any monthly variation in birth rates. These pre- 
cautions plus the fact that approximately 98% of births in Los 
Angeles occur in hospitals insured the universality of the sample 
of women interviewed. 

The interview schedule was developed and tested during a pilot 
study period. Experienced interviewers were trained and assigned 
geographic areas for coverage. The interviews lasted from 20 to 
40 minutes. The servicemen’s wives were unusually cooperative 
and offered case material freely. 


Part 2.—On the basis of the experience gained in the conduct 
of ‘part 1 of the study, the interview schedule was readjusted to 
simplify coding of the information obtained. The data for part 2 
were secured from a 25% stratified random sample of service- 
men’s wives who delivered during the month of August, 1951. 
Interviews were conducted in a manner similar to those in part 1. 
This sample population, however, had had sufficient experience 
subsequent to hospital discharge to enable them to provide ac- 
curate information regarding posthospitalization services, pedi- 
atric care for the infant, and a description of the manner in 
which they were meeting the bills and expenses incurred prior 
to and during hospitalization. In order to ascertain the universe 
of enlisted men’s wives who delivered in August, 1951, so that 
the sample could be secured, birth records were used in prefer- 
ence to hospital records, since there was less possibility for 
omission. A sampling method that allowed for substitution of 
like cases was employed for two reasons. There was the pos- 
sibility that birth records would show the husband to be a 
serviceman, whereas actually he was a civilian employee of the 
armed forces. Also, the birth records listed the place of residence 
as of August, 1951, and it was felt that provision should be 
made to substitute for women who had moved during the sub- 
sequent seven-month period and could not be located. When 
cases of these types occurred in the sample, substitution of like 
cases was made. At the present time the data have been col- 
lected, are being coded, and will be processed in the same man- 
ner as was done in part 1 of the study. 


3. LOS ANGELES COUNTY AS THE STUDY SETTING 


Since Los Angeles County is the geographic setting of the 
study, several characteristics that are more or less unique to this 
territory are briefly reviewed. 


General Factors.—At the time of part 1 of the study in Janu- 
ary, 1952, there were approximately 4,350,000 people living 
within the 4,083 square miles of Los Angeles County, which is 
composed of 45 incorporated cities, rural districts, and suburban 
areas. The political subdivisions result in complex political 
structure and administration of health services. This kind of 
population distribution results in a decentralized type of eco- 
nomic and social structure. During the last 10 years the popula- 
tion has increased 50%, with new persons coming in at the 
rate of approximately 10,000 a month, and services have not 
kept pace with the growth in population. Lack of public trans- 
portation creates hardships in securing the medical and social 
services that are available. 


Medical Service—Los Angeles County is noted for its ad- 
vanced public health program. In 1950 there were 24 county- 
supported maternity clinics, 7 Los-Angeles-City-supported 
maternity clinics, and 40 child health conferences. The Los 
Angeles County Department of Charities, Bureau of Hospitals, 
maintains a public hospital system. However, Los Angeles is 
considered as having the highest per diem hospital costs in the 
country. It is also known to have an unusually high proportion 
of small “profit” hospitals. The county is well supplied with 
physicians, and it is estimated that in 1952 there were 7,000 
physicians licensed to practice in the county. It is estimated that 
between 5 and 7% of the total number of county medical associ- 
ation members are obstetricians (the total county membership 
is 4,600). Military facilities within Los Angeles County consist 
of a Navy infirmary at Terminal Island and an Army infirmary 
at Fort MacArthur for outpatient services to dependents. Since 
the study was completed, inpatient services have been opened at 
Fort MacArthur. Adjacent to Los Angeles County both hospital 
and outpatient facilities are available at Port Hueneme, Ocean- 
side, Muroc, and a new facility at Corona. 
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War Impact.—Los Angeles County is known as a war-impact 
area, and with its aircraft and other factories is one of the largest 
supply centers for the armed services. Fort MacArthur is the 
Army assembly center; Long Beach and San Pedro Harbor are 
important naval centers. Several thousand servicemen come 
weekly to Los Angeles, Long Beach, and Hollywood from as far 
as San Diego, Port Hueneme, Camp Pendleton, Camp Roberts, 
Camp Haan, Fort Ord, the Muroc airbase, Inyokern, and 
March Field. Due to lack of accommodations elsewhere, many 
servicemen’s families live in Los Angeles County. 


4. TYPICAL CASE ABSTRACTS 


As an introduction to the rather complex data produced by 
this study, it might be well to present a composite picture of a 
“typical” serviceman’s wife interviewed during the course of the 
investigation. In fact there are two “typical” women, Mrs. A. 
who had private care and Mrs. B. who had clinic care. (The 
cases distribute themselves bimodally in terms of patterns of 
resource used, but hardships when present were individual in 
nature.) 


Case 1.—Mrs. A. is 22 years old, Caucasian, and has lived 
in Los Angeles County for two years. She is living with her 
parents; she “has to.” Her husband is a private first class and is 
now stationed in the United States, but not in the Los Angeles 
area. This was Mrs. A.’s first pregnancy. She received an allot- 
ment of $85 during her pregnancy, which her husband is supple- 
menting to some extent out of his own wages. Parental help, in 
the form of free room and board, is an additional supplementa- 
tion. Mrs. A received her first prenatal care by the time she was 
in her third month of pregnancy. She chose a private physician 
because her mother knew the doctor and because Mrs. A. did 
not like seeing a different doctor at each visit to a clinic. She 
wanted individual attention for her first baby. Having chosen a 
private physician for prenatal care, she chose the hospital of 
which he is a staff member for delivery. She felt that the military 
hospital at Oceanside, about 90 miles away, was too far to go 
to for delivery and that she “just couldn't” go to a county 
hospital. 

Mrs. A. was billed between $100 and $150 for her physician’s 
services and expects to be billed $76 to $125 for her hospital 
care. She paid her doctor in installments and had made total 
payment by the time of hospitalization. She paid her hospital 
bill in a lump sum in the form of a deposit. The money for pay- 
ment came from her allotment and the extra money her husband 
sent her. Mrs. A.’s plans for care of her baby are somewhat 
indefinite at this time. She thinks she will use the services of a 
private physician. She hopes to move out of her parents’ house- 
hold as soon as she can manage. 


Case 2.—Mrs. B. has very much the same background as 
Mrs. A., but she chose to use the services of a clinic for prenatal 
care rather than a private physician. She chose a military clinic 
because she could not afford private care. The clinic was always 
crowded, and she “hated to wait two or three hours each visit.” 
Having chosen a military clinic for prenatal care, she chose the 
military hospital at Oceanside for delivery because it was “free” 
and because she felt that “Navy wives ought to use Navy facili- 
ties,” since it is a service benefit. Since the Navy hospital is 90 
miles away, Mrs. B. was afraid she would “have the baby on 
the way.” Mrs. B.’s prenatal care cost her nothing, and her 
hospital care cost her $1.75 per day. She plans to pay this on 
discharge from the hospital out of her allotment. Mrs. B.’s plans 
for pediatric care are also indefinite, but she thinks she will use 
a military clinic or more likely a public health department “well- 
baby” clinic, since she doesn’t believe she can afford private 
care. 

5. FINDINGS 


A. Background of Women Interviewed.—An analysis of the 
background characteristics of the women in the sample indicates 
that by and large they were young; 31% were less than 20 years 
of age, and 77.6% less than 25. Contrary to expectations, they 
were not a highly mobile group; 67% had lived in Los Angeles 
County area for more than two years, and only 14.4% had lived 
in this area for less than six months. Over half of the women 
share living quarters with family or friends. In three-fourths of 
the independent households the serviceman was not living in the 
home. This was the first delivery for 69% of the women. 
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The husbands of 59% of the women interviewed had been in 
the armed forces for two years or less; 15.5% of the women 
had husbands who are probably career servicemen since they 
had been in the armed forces for more than six years. Most of 
the women received allotments of either $85 per month or 
$127.50 per month during their pregnancy. The allotment is a 
reflection of the rank of the husband and the number of de- 
pendents. The total incomes of 78.5% of the households 
amounted to $150 per month or less; 30.6% had total incomes 
of $85 per month. This income included the allotment and any 
additional money the serviceman authorized the government to 
withhold from his pay to send to his wife. In cases where the 
serviceman was living at home, his total pay was considered in 
the computation of monthly income. 


B. Seven Pay Grades Included in Sample.—The serviceman’s 
rank was related to the pattern of resources used. The natural 
break in patterns of resources used came between pay grades 
six and seven. All wives of servicemen in pay grade seven (a 
chief petty officer in the Navy, master sergeant in the Army, Air 
Force, and Marines) used private facilities exclusively for com- 
plete maternity care and therefore formed a distinct group. Wives 
of servicemen in the first two pay grades were distributed fairly 
evenly in their choice of resources for prenatal care. At the third 
and fourth pay grades the servicemen’s wives tended to prefer 
prenatal care from a private physician over all other resources, 
although 40% were served by some kind of public facilities. At 
the fifth and sixth pay grades 53% of the wives received prenatal 
care from military clinics. At this level 37% used private physi- 
cians. 

A shift in the use of free facilities occurred at the fourth pay 
grade. The wives of the men in the lowest three pay grades 
tended to use public health department clinics for prenatal care 
when they chose free care; those in pay grades four, five and 
six, who chose free care, preferred military facilities. This 
preference is also exhibited in the choice of hospital services. 
Private hospital facilities were used oftenest at each pay grade 
level, but the wives of men in the fourth, fifth, and sixth pay 
grades favored military hospitals as a second choice, while the 
wives of men in the first, second, and third pay grades favored 
county hospitals. 

The sources of money for meeting normal living expenses 
were significantly different as rank increased. Family help, i. e., 
financial help given to the serviceman’s wife by either her parents 
or the serviceman’s parents, was found to be a source of income 
for over 66% of the women whose husbands were in pay grades 
one, two, and three and for 75% of those in pay grade four, but 
for only 35% of the women whose husbands were in pay grades 
five and six and for 20% of those in pay grade seven. 


C. Resources Used.—Prenatal Care: The great majority of 
the women in the sample received care during or prior to their 
third month of pregnancy (71.6%). Prenatal care from a private 
physician, either an obstetrician or a general practitioner, was 
received by 42.2% of the women. Another 42.4% received pre- 
natal care from a Clinic, either military, local public health 
department, or private hospital. The remaining 15.4% used a 
combination of the above. 

Economic consideration was given as at least one of the 
reasons for the choice of military or public health department 
clinics by 66% of the women who used these resources. In- 
convenience of location of alternative resources was cited as a 
reason by only 37% of the women using the services of a private 
physician, by over 80% using private hospital clinics, and by 
64% using local public health department clinics. Over 50% of 
those choosing a private physician for care cited previous satis- 
factory experience as a reason. Slightly less than 50% of those 
who chose clinics operated by private hospitals gave the same 
reason. It is significant that none of the women using military, 
private hospitals, and public health department clinics gave 
“anticipated unsatisfactory experience” as the reason for not 
using the services of a private physician. 

The women who utilized the services of a private physician 
or the services offered by private hospital clinics received pre- 
natal care earlier in pregnancy than women utilizing military 
facilities or by local public health departments. Eighty-two per 
cent of the women utilizing the services of a private physician 
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and 80% of the women using private hospital clinics first re- 
ceived prenatal care during or prior to the third month of preg- 
nancy, as compared to 61% of the women using military 
facilities and 55% of the women using public health department 
clinics. 

Hospital and Delivery: All of the women in the sample de- 
livered in hospitals.* Military facilities operated by the Navy 
were utilized by 24.5% of the women; 15.3% used county 
facilities; and 60.2% private hospital facilities. The reasons given 
for the selection of a particular type of hospital depended on the 
type chosen. Women who chose to deliver in county or military 
hospitals stressed economy; women using county or private 
hospitals stressed “inconvenience of location of alternative 
facilities” and “previous satisfactory experience” as reasons for 
their choice. 

There was a high degree of consistency in resources used for 
prenatal and hospital services. That is, 89.4% of the women 
receiving prenatal care at military infirmaries also delivered in 
military hospitals; 90.2% of the women receiving prenatal care 
from private physicians or from private hospital clinics also 
delivered in private hospitals. The resources used for prenatal 
care by women delivering in county hospitals did not form as 
definite a pattern. Of these women, 61.5% received prenatal 
care at clinics operated by public health departments, 23.1% 
received prenatal care at military infirmaries, and 15.4% re- 
ceived prenatal care from private physicians or from private 
hospital clinics. 

The consistency between resources used for prenatal care and 
hospital services held for pediatric care as well. Of the women 
who had the services of an obstetrician for maternity care, 61% 
also planned to use a specialist for the pediatric care of their 
infants; 55.5% of the women using the services of a general 
practitioner for maternity care also planned to use the services 
of a general practitioner for the medical care of their children; 
and 52.3% of the women utilizing infirmaries for themselves 
planned to use military infirmaries for obtaining medical care 
for their children. An even larger number, 77.8%, used public 
health department clinics for prenatal care and planned to use 
public health department clinics for pediatric care. 


D. Payment of Care.—All or part of their maternity care was 
paid for by 77.1% of the women. Twenty-four per cent paid 
between $101 and $150, and 18.7% paid between $251 and $300. 
The payments of the remainder of the women were fairly evenly 
distributed over the entire range, $50 to $350. 

A high proportion of the women, 42.4%, received free pre- 
natal and/or delivery services. The substantial difference be- 
tween the number of women receiving total maternity care at 
token cost, 22.9%, and those receiving only prenatal and/or 
delivery service is primarily due to the county hospital’s policy 
of billing for hospital services. A second factor was that military 
outpatient facilities were available within the Los Angeles County 
area, but the closest military inpatient facility, Port Hueneme, 
was 50 miles from the center of the city. The private hospitals, 
too, in some cases Offered free prenatal care but required pay- 
ment for inpatient services. 

In addition to the 42.4% who received free prenatal and/or 
delivery care, 14.7% paid between $51 and $100,° 28.1% be- 
tween $101 and $150, and 14.8% between $151 and $200. As 
might be expected, the average cost for specialized obstetrical 
care was greater than the average cost for nonspecialized ob- 
stetrical care. Whereas 44.5% of the women utilizing the services 
of a general practitioner paid $100 or less for their prenatal and 
delivery care, 15% of the women using the services of an ob- 
stetrician paid this amount. At the other end of the scale, whereas 
5.6% of the women using the services of a general practitioner 
paid $150 or more, 45% using the services of an obstetrician 

‘paid this amount or more for their prenatal and delivery care. 


3. One woman, gravida 4, delivered en route to a centrally located 
private hospital. 

4. Maternity care included prenatal care, delivery care, and hospital 
services. 

5. Eight patients had arrangements to have a single payment cover all 
of the maternity costs. Two were in the $51 to $100 category, three in the 
$101 to $150 category, and three in the $151 to $200 category. 
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In contrast with prenatal and/or delivery care, only 19.8% 
of the women received free or token payment inpatient services. 
This group consisted entirely of women delivering in military 
hospitals. The cost for inpatient services for 7.4% of the cases 
was between $51 and $75; for 22.2% between $76 and $100; 
for 18.5% between $101 and $125; for 19.8% between $126 and 
$150; for 7.4% between $151 and $175; and for 4.9% $176 
or more. 

E. Subsidization of Care.—Forty-nine per cent of the women 
in the sample received all or part of their care at less than cost. 
At the time of the study, free prenatal care was available 
through the military infirmaries, the public health department 
clinics, and the private hospital clinics. Free delivery service was 
available at military hospitals and in the county hospitals, al- 
though patients in county hospitals were billed for hospital 
services. 

Forty-eight of the 98 women received less-than-cost care from 
some medical agency during the course of their pregnancy and 
delivery. Twenty-one of these women were subsidized at each 
of the three levels of maternity care: prenatal care, delivery 
care, and hospital services. Three received less-than-cost pre- 
natal care only; 15 received free prenatal care and delivery 
services alone; 1 received free delivery service alone; and 8 
received free delivery services and hospital services alone. Ten 
per cent of the women received insurance benefits that covered 
part of the cost of maternity care. All of these women delivered 
in private hospitals and most received prenatal care from private 
physicians. 

STUDY CONTINUATION 

This article has presented preliminary findings from an ex- 
tensive study still under way. Final conclusions at this time would 
be premature, but there are already sufficient descriptive data to 
use as a basis for planning and formulating principles regarding 
medical care for servicemen’s wives. This kind of study, con- 
ducted by a neutral research organization which has no pre- 
determined conclusions, represents a significant step toward an 
objective analysis of need for medical care. 
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The Unsuspected: 16 mm., black and white, sound, showing time 17 
minutes. Supervised by Film Counselors, Inc. Produced in 1952 by 
Trident Films, Inc., for the National Tuberculosis Association, Inc. 
Procurable on loan or purchase from state and local tuberculosis asso- 
ciations. 


This is a dramatic film that shows how community health 
agencies can cooperate with physicians, patients, and patients’ 
families to help solve the many problems faced by tuberculosis 
patients and their families. Services of community agencies are 
personified in the character of a public health nurse, whose visit 
to a farm family leads to the discovery of an unsuspected case 
of tuberculosis in an expectant mother. The public health nurse 
tactfully enlists the aid of various community health and wel- 
fare agencies, which help to make possible the hospitalization 
of the sick mother and the care of the home and family while 
she is getting well. The work of the physician, hospital staff, 
public health departments, and other agencies is shown. 

This is one of the few films regarding tuberculosis in which 
definite emphasis is put on the fact that a diagnosis is based on 
more than a chest roentgenogram. The ways in which the public 
health nurse, the physician, and the several community agencies 
all work together to help the patient and her family help them- 
selves are brought out very well. The direction, photography, 
and narration are well done. This film is recommended for all 
lay audiences of junior high school age and older. It would be 
useful for instructional purposes in science and health education 
classes and as preparation for community x-ray programs. It 
will also be of interest to public health nurses. 
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Zoning Laws: Right of Physician to Maintain Office in Home.— 
The plaintiffs filed suit to enjoin the defendant physician from 
using his residence as a medical business house in violation of 
municipal zoning regulations. A trial court finding in favor of 
the plaintiffs was reversed by the court of appeals; the plaintiffs 
appealed to the Supreme Court of Tennessee. 

The plaintiffs were 15 home owners in a residential sub- 
division in Memphis and the corporation connected therewith 
known as Red Acres Improvement Club. The defendant, Dr. 
Burkhalter, and his wife were the owners of a handsome residence 
in that subdivision. Dr. Burkhalter was a pediatrician, and he 
maintained an uptown office where he received patients from 
8 a. m. to 4 p. m. He also received patients in an office at his 
dwelling from 4 p. m. to 8 p. m., and an average of between 
15 and 25 patients per day went during those hours to his 
residence office and were given professional attention. The part 
of the residence occupied by Dr. Burkhalter and his wife and 
three children as their home consisted of seven rooms and two 
baths downstairs and two bedrooms upstairs. That part of his 
residence in which he maintained his professional office con- 
sisted of a reception room and two small rooms in which he 
saw patients. In these rooms were such paraphernalia as would 
be expected in a physician’s office. There was also a lavatory, a 
wash basin, a built-in cabinet, and a refrigerator in which he 
kept those medicines pertinent to the treatment of the physical 
ills in which he specialized. Thus, the building was primarily and 
mainly a residence, with the physician’s office incidental. No 
other physician was associated with the defendant in his residence 
office, but there was one woman secretary and stenographer 
whose hours were from 8 a. m. to 4 p. m. The physician’s records 
were kept there, and she had supervision of them. The usual 
telephone was also there. In addition, a receptionist was on duty 
from 4 p. m. to 9 p. m., and, for two or three months in 1949, 
there was another young woman who assisted in this office. The 
physician’s name plate was on the outside of the office. Adjacent 
to the residence, and a part of the premises, was a concrete 
space sufficient for the parking of 15 or 25 cars used by patients 
and others for the parking of their automobiles while in the 
office or residence. 

The pertinent section of the Memphis Zoning Ordinance re- 
lating to uses to which class A residence property may be put 
provided, among other things: “8. Uses customarily incident to 
any of the above uses when located on the same lot and not 
involving the conduct of a business; including also home oc- 
cupations engaged in by the occupants of a dwelling not involving 
the conduct of a business on the premises, and including also 
the office of a physician, surgeon, dentist, musician or artist, 
when situated in the same dwelling used by such physician, 
surgeon, dentist, musician or artist as his or her private dwelling; 
provided no name plate exceeding one (1) square foot in area, 
containing the name and occupation of the occupant of the 
premises, nor a sign exceeding eight (8) square feet in area 
appertaining to the lease, hire or sale of a building or premise, 
nor advertising sign of any other character shall be permitted 
in any ‘A’ Residence District.” The ordinance also provided that 
medical clinics could be maintained in class B resident districts, 
however, and the plaintiffs contended that the defendant operated 
a medical clinic. 

It will be noted under item 8 of the above quoted ordinance 
provision, said the Supreme Court, that a “physician, surgeon, 
dentist, musician or artist” may have “an office” in his residence 
in any A residence district. Implicit in such a provision is the 
authority to use that office in the manner in which a physician, 
surgeon, dentist, musician, or artist would be expected to use 
such an office. Everyone knows that a physician uses his office 
as a place to which patients are privileged to come for examina- 
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tion and treatment. It necessarily follows that it was intended 
by this ordinance that patients who desired the services of Dr. 
Burkhalter could go to his office at his residence and there be 
examined and treated. In fact, the ordinance expressly author- 
ized Dr. Burkhalter to inform the public that he is maintaining 
an office there for that purpose in that it authorized him to dis- 
play there at some conspicuous place his name plate informing 
the public what his “occupation” there was. There is nothing in 
the ordinance justifying an inference that it was intended to 
limit the number of patients who might see the physician there 
on a given day, and it is therefore immaterial whether the physi- 
cian had 1 call or 25 calls a day in the office. If the physician 
may use his office, the Supreme Court continued, it follows that 
he may do those things that make its use available in a reason- 
able manner. Otherwise, the ordinance, in this respect, would 
not make sense. Indeed, a provision to that effect would have 
destroyed the privilege given in that it would permit him to have 
an office but deny him, for all practical purposes, the privilege 
of using it. 

For these reasons, said the Supreme Court, it is our opinion 
that the office that this record shows Dr. Burkhalter to be main- 
taining at his dwelling does not violate the Zoning Ordinance 
unless, in any event, the office is shown by the record to be a 
medical clinic. A number of lay witnesses called Dr. Burkhalter’s 
office a medical clinic. The only expert testimony on the subject 
was that of the physician, and he said that it was not a clinic. In 
as much as we are referring to a medical clinic, the Supreme 
Court continued, it would seem that the most logical place to go 
for a definition thereof is a medical dictionary. The “American 
Illustrated Medical Dictionary” by Dorland defines a clinic as 
“an establishment where patients are admitted for special study 
and treatment by a group of physicians practicing medicine to- 
gether.” It is apparent, concluded the court, that Dr. Burk- 
halter’s office does not come within that definition. The burden 
was on the plaintiffs to establish it as a fact that this office was 
a medical clinic, but the plaintiffs failed to carry this burden. In 
fact, every definition of a medical clinic that was made available 
to the court forces the conclusion that defendant’s office was 
not a medical clinic. 

Accordingly, the judgment of the court of appeals in favor 
of the defendant physician was affirmed. Red Acres Improvement 
Club vy. Burkhalter, 241 S. W. (2d) 921 (Tenn., 1951). 


Governmental Hospitals: Privileged Communications and Right 
to Inspect Patient’s Records.—This was a decision involving two 
cases that were argued together. Both cases were heard by the 
court of claims and the appellate division and, from the judg- 
ments rendered, appealed to the Court of Appeals of New York. 

In each case the question certified to the Court of Appeals 
was concerned with the propriety of a ruling of the court of 
claims permitting an examination of the hospital records of 
patients at Kings Park State Hospital. 

In Matter of Warrington, the petitioner was the representa- 
tive of an incompetent person who, while confined as a patient 
at Kings Park State Hospital, fell to the ground from a fourth 
floor doorway in one of the hospital buildings, thereby sustain- 
ing injuries alleged to be permanent. To ascertain the circum- 
stances surrounding the incompetent’s injury and to determine 
whether the state or any of its employees were guilty of action- 
able negligence, the representative applied to the court of claims 
for an order permitting him to inspect the hospital records re- 
lating to the patient’s case. The facts sought concerned the in- 
competent’s physical and mental condition during her stay at 
the hospital, the care, supervision, and surveillance afforded her, 
and the facts surrounding the occurrence of the accident that 
caused her injuries. The court of claims granted the application, 
which action was unanimously affirmed by the appellate division. 
Section 20 of the Mental Hygiene Law provides “The depart- 
ment of mental hygiene shall keep in its office and accessible 
only to the commissioner, medical director and such other 
officers and subordinates of the department as the commissioner, 
may designate, except by the consent of the commissioner or 
an order of a judge of a court of record, a record of each patient 
admitted to an institution within the department . . . and also 
the records, papers and reports of examinations of others made 
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by any division or bureau of the department.” Section 34, sub- 
paragraph 9 of the Mental Hygiene Law, in referring to the 
powers and duties of the director of each state institution and 
the records that he keeps provides: “Such record shall be ac- 
cessible only to the director and such officers and subordinates 
of the institution as he may designate and to the commissioner 
and his representatives, except on the consent of the commis- 
sioner or an order of a judge of a court of record.” We agree 
with the ruling of the appellate division, said the Court of Ap- 
peals, that in the circumstances disclosed by the record before us, 
the opposition of the state to efforts by the representative to in- 
spect hospital records relating to the incompetent on the ground 
that the medical history of the incompetent constitutes a com- 
munication that is privileged from disclosure to the incompe- 
tent’s own representative, is without merit. At common law no 
privilege was attached to physician-patient communications. The 
privilege was first introduced by statute in New York in 1828, 
to the end that a patient might disclose details of his ailment 
to the physician without fear that the physician might be com- 
pelled to divulge his knowledge on some future occasion. It is 
clear, said the Court of Appeals, that the privilege is that of the 
patient and that, at least to a degree, the state objects to the 
present application not in the interests of the patient but to pro- 
tect itself. It has been held that at a trial any party to the action 
may object to evidence that comes within the prohibition of the 
statute, and it remains for the patient to waive the privilege. 
That principle, however, does not authorize a physician or any 
agency acting in his behalf, as is the state in the present case, 
to decline to inform the patient in private conference of steps 
taken to effect the cure that the physician has undertaken. We 
are able to conceive of no reason why the representative of an 
incompetent patient, acting to further the interests of his ward, 
should be treated in a manner different from the patient him- 
self. The transaction involved here is a private one between a 
state hospital and the representative of one of its patients. To 
prevent such representative from securing information to enable 
him to properly carry out his function to preserve the rights 
and interests of the incompetent would, in our view, be a result 
unwarranted by law. Moreover, the Court of Appeals concluded, 
section 20 and section 34, subdivision 9, of the Mental Hygiene 
Law, clearly indicate that hospital records pertaining to an in- 
competent shall be accessible on “an order of a judge of a court 
of record.” The order of a judge of the court of claims comes 
within that statutory provision and the state does not assert that 
there has been abuse of the discretion vested in the court of 
claims as a court of record. 

In Mulligan v. State of New York, the petitioner was a public 
administrator engaged in the administration of the estate of 
George H. Pierre, deceased, alleged to have died as a result of a 
fall while a patient at Kings Park State Hospital. The public 
administrator filed a claim against the state, alleging that the fall 
that caused the deceased’s death was due to the negligence of the 
state in failing to properly supervise the patient. When the public 
administrator applied to the court of claims for an order per- 
mitting him to inspect the hospital records of the deceased to 
enable him to properly prepare and present proof in support of 
a claim against the state, a judge of the court of claims granted 
the administrator’s application. The appellate division, however, 
reversed. The state contended that the hospital records that the 
claimant sought to examine were privileged and that the privi- 
lege could only be waived by the personal representative of 
the decedent on the trial of any claim. In support of that posi- 
tion the attorney-general argued that the provisions of the Men- 
tal Hygiene Law quoted above, each of which make the record 
of an inmate of a state hospital accessible on “an order of a 
judge of a court of record” must be read with sections 352 and 
354 of the Civil Practice Act relating to confidential communi- 
cations. We cannot agree with that argument, said the Court of 
Appeals. If we affirm the appellate division order reversing the 
action of the court of claims we thereby disregard two statutes 
that had their origin at least 55 years ago and that the legisla- 
ture has since seen fit to carry into the Mental Hygiene Law 
making state hospital records accessible on “an order of a judge 
of a court of record.” If the legislature had since been disposed 
to require in some circumstances that section 20 and section 34, 
subdivision 9, of the Mental Hygiene Law be read with sections 
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352 and 354 of the Civil Practice Act, it would have been a 
simple matter to have enacted legislation to accomplish this end. 
Having failed to point out any such legislation, we think that the 
order of the appellate division in the Mulligan case was an 
error. Legislative history makes it clear that since 1896 the legis- 
lature has been willing to leave to the discretion of “a judge 
of a court of record” the inquiry whether the end to be achieved 
in a given case justifies the means afforded by the provisions 
of the Mental Hygiene Law. 

Accordingly, the Court of Appeals held that the court of 
claims acted properly in each case in permitting an examination 
of the hospital records. Jn re Warrington and Mulligan v. State, 
100 N.E. (2d) 170 (New York, 1951). 


Malpractice: Failure to Take Roentgenogram to Locate Hypo- 
dermic Needle in Arm.—The plaintiff sued for damages for in- 
juries alleged to have been caused by the failure of the defendant 
physician to take a roentgenogram to locate a broken hypo- 
dermic needle in her arm. From a judgment in favor of the 
plaintiff, the defendant appealed to the Supreme Court of 
Tennessee. 

The plaintiff consulted the defendant physician because of a 
knot in her left arm at the site of a number of injections that 
she had had over a considerable period of time. She told the 
physician that she thought a needle had broken off in her arm 
but that she did not want him to operate unless he was sure it 
was there. She requested that he ascertain the existence of the 
needle by the use of the x-ray machine that he had in his office. 
In response to her directions not to operate unless he was sure 
of the needle’s existence, the defendant replied that “regardless 
of what it was, it should be seen about.” He thereupon ad- 
ministered a local anesthetic and cut into the knot. The physi- 
cian did not find the needle, but he did remove some tissue that 
had been hardened by many injections. About 10 weeks later, 
the plaintiff again visited the defendant; he took a roentgenogram 
that disclosed a part of a broken hypodermic needle slightly 
above and lateral to the place where the patient had been operated 
on. He then sent the plaintiff to a hospital, put her under an 
anesthetic, and removed the needle by means of an operation 
that left a scar 3 to 4 in. (7.62 to 10.16 cm.) in length. The 
question, said the Supreme Court, is whether, under the recog- 
nized standard of practice in the defendant’s community, the 
defendant was negligent in failing to take roentgenograms of 
the plaintiff's arm before performing the minor operation. 

Three physicians who practiced in the same vicinity as the 
defendant were called as witnesses. Each testified that, if a 
patient’s complaint is localized to the outer surface in a given 
area, the practice of probing that area to locate a foreign object 
is a proper method of determining the existence of a foreign 
substance. There was no evidence that this method was con- 
sidered improper. Two of the physicians stated that an x-ray 
examination would be the best way to determine the existence 
of the foreign substance, but they agreed that the method fol- 
lowed by the defendant “is a proper way.” It is seen from this, 
said the Supreme Court, that the course followed by the de- 
fendant was a proper course and one advocated by many of the 
physicians in good standing in that vicinity. When competent 
medical authority is divided, the court continued, a physician will 
not be held responsible if, in the exercise of his judgment, he 
follows a course of treatment advocated by a considerable num- 
ber of his professional brethren in good standing in his com- 
munity, and a physician is required to exercise only such reason- 
able skill and diligence as is ordinarily exercised in his profession. 
Furthermore, the testimony of other physicians that they would 
have followed a course of treatment different than that followed 
by the defendant is not sufficient to establish malpractice, unless 
it also appears that the course of treatment followed by the 
defendant deviated from one of the methods of treatment ap- 
proved by the standard in that community. In our opinion, the 
Supreme Court concluded, there was no substantial evidence in 
this record to support the finding of the trial court that the de- 
fendant was guilty of malpractice in failing to take a roentgeno- 
gram of the plaintiff's arm at the time of the minor operation. 
Accordingly, the judgment of the trial court and of the court 
of appeals in favor of the plaintiff was reversed.—Gresham v. 
Ford, 241 S.W. (2d) 408 (Tennessee 1951). 
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*Cause and Sequelae of Intrapulmonary Shadows in Primary Tuberculosis. 
G. M. H. Veeneklaas.—p. 271. 

Electrocardiographic Findings in Measles. L. J. Ross.—p. 282. 

Criteria for Sanatorium Care of Children with Tuberculosis. M. R. 
Lichtenstein and O. L. Bettag.—p. 292. 

Renal Function Studies in Pediatrics: Il. Influence of Magnesium Sulfate 
on Renal Hemodynamics in Normal Children. J. N. Etteldorf, G. W. 
Clayton, A. H. Tuttle and C. R. Houck.—p. 301. 

Method for Objective Measure of Developmental Progress. L. H. Blum 
and N. D. Fieldsteel.—p. 306. 

Egg Allergy in Children: Incidence and Evaluation in Relation to Chick- 
Embryo-Propagated Vaccines. B. Ratner and S. Untracht.—p. 309. 
*Congenital Heart Disease Following Maternal Rubella During Pregnancy. 

S. Gibson and K. C. Lewis.—p. 

Q-T. Interval in Diagnosis of Rheumatic Fever. J. A. Joos, P. N. G. Yu 
and C. P. Katsampes.—p. 320. 

Tick Paralysis on the Atlantic Seaboard: Study of Incidence During 
Poliomyelitis Season . Report of Case and Review of Published 
Cases. J. A. Costa.—p. 336. 


Intrapulmonary Shadows in Primary Pulmonary Tuberculosis. 
—Lobar and segmental shadows are found frequently in the 
roentgenograms of children with primary tuberculosis. Of 102 
patients from 6 months to 12 years old admitted to the pediatric 
department of the Utrecht University hospital, 35 showed these 
shadows. The author found that they indicated a tuberculous 
lesion of the bronchial wall associated with a secondary inflam- 
mation. Sometimes they were caused by perforation of lymph 
nodes into the bronchi. In follow-up investigations these 
shadows sometimes indicated various residual lesions that often 
remained symptomless. Of 51 patients who were seen 16 years 
after a lobar or segmental shadow had been discovered, 31 
had lesions in the upper lobe, middle lobe, and lingula. Stenosis 
of the bronchus, a lobe, or a segment was found in 12 patients, 
rigidity or dilatation of the bronchus, middle lobe, or lingula 
in 15, deformation of the bronchi in 5, pronounced shrinking 
of a lobe in 5, marked hypertrophy of the bronchi in 5, and 
thickening of the pleura (interlobar) in 7. Fifty patients had re- 
mained symptomless since their discharge, whereas only the pa- 
tient with bronchiectasis of the lower lobe had mild fever and 
rales. A detailed description of these lesions is given. The resid- 
ual shadows in the right middle lobe and left upper lobe are 
probably often due to pleural thickening. 


Heart Disease in Children after Maternal Rubella in Pregnancy. 
—Of more than 1,000 children with congenital heart disease, 
17 were born to mothers who had had German measles during 
pregnancy. Diagnosis of patent ductus arteriosus was consid- 
ered in 14 of these children and was confirmed in 10 during the 
operation. An additional cardiac malformation was found in 
four of the patients who were operated on, which indicates that 
complications are much more frequent in this group of children. 
In one patient diagnosis was made of defect of the auricular sep- 
tum with a possible association of mitral stenosis. In the only 
cyanotic child physical signs, roentgenograms, electrocardio- 
grams, and fluoroscopic findings were typical of tetralogy of 
Fallot. In one child defect of the ventricular septum was con- 
sidered, but the lesion was probably not associated with the ill- 
ness of the mother since she had German measles during the fifth 
month of pregnancy. Accompanying lesions were not found in 
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eight children, whereas cataracts of both or one eye were present 
in seven and deafness in two. The high incidence of patent duc- 
tus arteriosus in children born to mothers who had rubella 
during pregnancy is stressed. 


A.M.A. Arch. Ophthalmology, Chicago 


47:121-272 (Feb.) 1952 
Distortion of Image by Ophthalmic Prisms. K. N. Ogle.—p. 121. 
Cataract Extraction After Glaucoma Surgery: Lateroinferior Approach 
Following Filtering Glaucoma Operation. A. Callahan.—p. 132. 
Developmental Anatomy of Nasolacrimal Duct. J. V. Cassady.—p. 141. 
Atypical Coloboma of Choroid with Dysplasia of Macula: Report of 
Case. S. L. Saltzman and H. T, Gaynin.—p. 159. 
Transient Monocular Blindness Associated with Hemiplegia. M. Fisher. 
167. 


“Effects of Ultrasonic Waves on Refractive Media of Eye. O. Lavine, K. 
H. Langenstrass, C. M. Bowyer and others.—p. 204. 

Surgical Treatment of Esotropia with Bilateral Elevation in Adduction. 
M. J. Urist.—p. 220. 

Cornea and Sclera: Review of Literature. M. L. Berliner.—p. 250. 


Effects of Ultrasonic Waves on Eyes.—The term ultrasonics 
designates sound waves having a frequency beyond the audible 
range, that is, above 30,000 cps. This paper describes experi- 
mental research on the production and possible clearing of 
opacities in the refractive media of the eye by means of ultra- 
sonic irradiation. If ultrasonic energy is applied to the lens of 
the intact eye, there is fairly uniformly distributed concussion 
of all structures in the path of this beam; fairly uniform irradi- 
ation of the cornea, the lens, and the vitreous body, as well as of 
the retina, choroid, and sclera, occurs. When, however, the 
parallel ultrasonic beam falls first upon a concave reflector and 
is thus focused in the substance of the crystalline lens, there is 
an almost completely selective effect on the lens fibers. Focusing, 
however, rapidly becomes less effective when the wave length 
approaches the dimensions of the reflector. This happens as the 
frequency falls below | megacycle. For these reasons, most of 
the experiments were made with sharply focused beams having 
a trequency greater than | megacycle. Ultrasonic experiments 
on the eye were undertaken with the hope that ultrasonic waves, 
when properly used, would provide a means for the disruption 
and ultimate liquefaction of the opaque lens-protein and lens- 
fiber systems of clinical cataracts. This hypothesis was based on 
(a) Many reports that large molecules can be broken into smaller 
ones by means of ultrasonic waves; (>) the dispersal and coagu- 
lation of aerosols by means of ultrasonic waves; and (c) cases of 
the spontaneous disappearance of the opaqueness in the trau- 
matic cataract of youth and in cataracta hypermatura fluida, 
The authors succeeded in producing new types of ultrasonic 
cataracts, which in some respects are similar to certain clinical 
cataracts. The perinuclear opacities observed by Zeiss and Ka- 
wamoto have been reproduced. These are due to cavitation and 
are produced by irradiation with low frequency, high intensity 
ultrasonic beams. This type of opacification is reversible. The 
formation of the Lavine cataract is due to the absorption of high 
frequency, high intensity ultrasonic radiation, which results in 
high local temperatures. This type of opacity is irreversible. The 
liquefaction of the vitreous produced by ultrasonic irradiation 
is irreversible. 


American J. Digestive Diseases, Fort Wayne, Ind. 
19:33-60 (Feb.) 1952 


— Arteriosclerosis in Diabetics. R. W. Thaler and C. G. Wornas. 

Obesity, as Associated Diseases and Treatment. J. H. ach.—p. 37. 

Evaluation of Blood Studies in Diagnosis of Diseases my Liver. L. H. 
Sophian and V. J. Connolly.—p. 44. 

Adenomas of Rectum and Sigmoid in Alcoholics: Sigmoidoscopic Study. 
M. Diamond.—p. 47. 

Carcinoma of Esophagus. A. J. Delario.—p. 50. 

Survival of Lansing Strain of Poliomyelitis Virus in Ice Cream. C. L. 
Byrd Jr.—p. 55. 


Coronary Arteriosclerosis in Diabetics.—Coronary artery dis- 
ease is frequent and severe in diabetic patients, particularly 
women, who have had the disease for a long time. A group of 
50 diabetic patients were studied to determine the effect of dia- 
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betic control on prevention or postponement of coronary artery 
disease. Fifteen patients whose diabetic control seemed to have 
been reasonably good had had diabetes for an average of 17.7 
years before the onset of manifest coronary artery disease, which 
occurred at an average age of 65.6 years. On the other hand, 23 
with poor control had onset of manifest coronary artery disease 
after an average of 12 years of diabetes at an average age of 
56.2 years. Mildness of diabetes seeemed to be less of a factor 
in postponement of coronary artery disease than good control. 
Early diagnosis and close cooperation between patient and 
physician is of vital importance if the patient is to achieve and 
maintain optimal control of his diabetes. In this series the pa- 
tients with the best-controlled diabetes seemed to be those with 
the best understanding of the disease. Optimal control includes 
making efforts to consider the diabetic patient as a whole; to 
make his care as economical as is feasible; to keep his weight, 
blood pressure and activities normal; and to maintain the pa- 
tient’s proper motivation. 


American Journal of Surgery, New York 


83:125-248 (Feb.) 1952 
Cardiorespiratory Failure: Analytic Review of Literature (1925-1951) with 
Report of Four Cases. A. H. Becker.—p. 125. 
Cardiac Arrest During Anesthesia and Surgical Operations. T. C. Bost. 


—p. 135. 

*Present Status of Mid-Forceps Operations: With Prognosis Related to 
Pelvic Size and Architecture. A. Weinberg.—p. 143 

Elderly Primiparas. A. C. Posner and I. I. Luftman. peal, 155. 

Papilloma of Gallbladder: Report of Eight Cases. C. F. Kane, C. H. 
Brown and S. O. Hoerr.—p. 161. 

Islet Cell Adenoma with Hyperinsulinism. C. C. Blackwell.—p. 165. 

Blood Volume Deficits in Carcinoma of Colon: Study of 25 Cases. T. V. 
Morton Jr., R. 1. Siegel and H. A. Schulte.—p. 170. 

*Manipulation of Herniated Intervertebral Disk. J. N. Wilson and F. W. 
Ilfeld.—p. 173. 

Postappendiceal Abscess in Rectovesical Pouch: Transrectal Drainage. 
M. B. Welborn.—p. 176. 

Tumors of Buttocks: With Report of 30 Cases and Review of Literature. 
H. Charache.—p. 

Analgesia Following Anorectal Surgery Using Oil-Soluble Anesthetic. 
R. Ehrlich.—p. 185. 

*Masking of Acute Abdominal Conditions with Antibiotics. F, R. Cole. 


—p. 189. 
Uterovaginal Extirpation for Procidentia. J. V. Ricci and C, H. Thom. 
—p. 192. 


Midforceps Operations.— Weinberg defines a midforceps opera- 
tion as one in which a fetus that presents cephalically and whose 
presenting part is located in the mid-pelvis, i. e., between the 
planes of the ischial spines and ischial tuberosities, is delivered 
by forceps. He discusses indications for this operation, its tech- 
nique, and the results obtained in 1,150 midforceps operations in 
women who were subjected to roentgen pelvimetry either be- 
fore or during labor. The results were almost as good as could 
be expected in spontaneous deliveries, and much better than in 
any series of cesarean sections with which the author is familiar. 
The uncorrected fetal mortality was 0.8%, corrected to 0.6%. 
There was no maternal mortality. The indications for the opera- 
tion were arrest in 92.8%; in 40.8% of cases arrest was due to 
malposition and 39.6% to poor contractions. In only 0.3% was 
it due to disproportion; distress accounted for 2.5%. The author 
points out that the current literature urges almost complete 
elimination of the midforceps operation. He feels that the un- 
favorable results obtained by Steer are largely explained by the 
fact that disproportion existed in 70% of Steer’s cases, whereas 
in his own material disproportion existed in only 0.3% of the 
cases. In fact, he never performs a midforceps operation in the 
presence of a known disproportion. The cases of disproportion 
in his series were unrecognized cases of very large babies in pel- 
vis of average size. He concludes that the good results in mid- 
forceps operations performed in the absence of fetopelvic dis- 
proportion and unfavorable architecture indicate its retention 
rather than its almost complete replacement by cesarean section. 


Manipulation of Herniated Intervertebral Disk.—Since ma- 
nipulation of the lower back has been said to be beneficial in 
herniated intervertebral disk, Wilson and Ilfeld examined 18 
patients with symptoms of herniated intervertebral disk by 
fluoroscopy with ethyl iodophenylundecylate (pantopaque™) ad- 
ministered by intraspinal injection before and after manipula- 
tion. The clinical signs and symptoms of these patients consisted 
of back pain with radiation down the posterior aspect of one 
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or both legs, decreased ankle jerk, positive Lasegue’s sign, atro- 
phy of the thigh or calf, sciatic notch tenderness, and muscular 
weakness and hypesthesia in the peripheral nerve distribution of 
the lower lumbar and sacral nerves. Myelographic studies with 
ethyl iodophenylundecylate were done on all 18 patients. Thir- 
teen showed defects that were interpreted as due to herniated 
intervertebral disk. Immediately following the initial visualiza- 
tion of the iodophenylundecylate column by fluoroscopy and 
with the compound still in place, the rotary type manipulation 
was carried out with the patient on the x-ray table. No change 
in the x-ray appearance of the defect was noted in 12 patients 
following rotary manipulation of the spine. In one patient a slight 
increase in the size of the defect was seen after manipulation, 
as compared with the x-ray appearance before manipulation. 
This patient noted pain for two to three days afterward. Inspec- 
tion at surgery revealed a protruded disk with an intact annulus. 
The authors cite experiences by several observers who have dis- 
cussed the effects of low back manipulation on the herniated in- 
tervertebral disk. Key regarded it as possible that further nerve 
root damage may be caused by mechanical pressure of the 
herniated disk during the act of manipulation. Poppen, in a 
series of 400 cases of herniated intervertebral disk verified at 
operation, noted four cases in which sudden complete paraplegia 
resulted following manipulation. Thibodeau reports two similar 
cases and states that low back manipulation is contraindicated 
in the presence of symptoms of a herniated disk. 


Masking Abdominal Conditions with Antibiotics —The broad 
therapeutic spectrum of the antibiotics tempts physicians to use 
them indiscriminately and to neglect careful observation and 
exact diagnosis. In surgical emergencies the use of antibiotics 
may distort the symptoms as well as the objective findings; they 
reduce the fever and abdominal symptoms and normalize the 
leukocyte count. Despite this, however, the pathological process 
continues, and thrombosis of vessels with gangrene and rupture 
may occur. It is essential that the diagnosis be established be- 
fore therapy with antibiotics is instituted. Cole presents four 
cases to illustrate those facts; in two the children had appendi- 
citis and in the other two the patients had cholecystitis. In both 
of these conditions the best results are obtained with early sur- 
gery. Although the antibiotics have increased the period of safety 
beyond 48 hours, watchful waiting is not advisable. The use 
of antibiotics has given bizarre pictures in acute appendicitis 
as well as acute gallbladder disease. To depend on antibiotics as 
the treatment of choice in these diseases is to discard the only 
sure aid for these patients. 


Am. J. Tropical Medicine & Hygiene, Baltimore 


1:1-176 (Jan.) 1952. Partial Index 


Charles Franklin Craig: 50 Years of Work and Service in Tropical Medi- 
cine. C. C. Bass.—p. 5. 

Tropical Medicine in the Armed Forces. W. S. Stone.—p. 27. 

Propagation of Dengue Virus Strains in Unweaned Mice. G. Meiklejohn, 
B. England and E. H. Lennette.—p. 51. 

Adaptation of “New Guinea B” Strain of Dengue Virus to Suckling 
and to Adult Swiss ve? Study in Viral Variation. R. W. Schlesinger 
and J. W. Frankel.—p. 

Endemic Yellow Fever in ae and Neighboring Areas. H. C. Clark. 


—p. 78. 

Immunization Against Scrub Typhus: Duration of Immunity in Volunteers 
Following Combined Living Vaccine and Chemoprophylaxis. J. E. 
Smadel, H. L. Ley Jr., F. H. Diercks and others.—p. 87. 

Present Status of Malaria in the World. P. F. Russell.—p. 111. 

Treatment of Malaria. L. T, Coggeshall.—p. 124. 

In Vitro Activity of Certain Antimalarials Against Erythrocytic Forms of 
Plasmodium Gallinaceum, D. J. Taylor, E. S. Josephson, J. Greenberg 
and G. R. Coatney.—p. 132. 

*Modern Criteria for Laboratory Diagnosis of Amebiasis. E. C. Faust. 
—p. 140. 

Concepts and Misconceptions in Amebiasis. J. S. D’Antoni.—p. 146. 

Cultural Requirements of Endamoeba Coli and Comparative Effects of 
Drying on Cysts of E. Coli and E. Histolytica. L. V. Reardon, E. 
Verder and C. W. Rees.—p. 155. 

Experimental Endamoeba Histolytica Infections in Rabbits with Reference 
to Chemotherapy. G. W. Luttermoser, W. T. Haskins, N. Coleman and 
J. R. Jumper.—p. 162. 

Dysenteries in the Armed Forces. A. V. Hardy, R. P. Mason and G. A. 
Martin.—p. 171. 


Diagnosis of Amebiasis.—The presumptive diagnosis of amebi- 
asis needs laboratory confirmation. A large proportion of in- 
fected individuals present no clear-cut symptoms referable to 
this disease. Although the time may come when diagnosis of 
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amebiasis can be made by serologic methods, today proof of 
infection requires that the ameba must be demonstrated under 
the microscope. In unformed stools and tissue aspirates En- 
damoeba histolytica occurs in the trophozoite stage. In the active 
state it will exhibit a progressive movement of pseudopodia, 
which is different from that of other amebas and phagocytic 
cells. Any cell that does not have the motility of E. histolytica 
trophozoites can not be safely identified as E. histolytica. Ma- 
terial suspected of containing active or encysted E. histolytica 
should first be examined in a drop or two of isotonic sodium 
chloride solution as an unstained cover-glass-mounted film. If 
trophozoites are present, their motility can be studied; if cysts 
are revealed, they frequently contain characteristic rod-shaped 
chromatoidals. Likewise, an iodine-stained wet mount should be 
made to observe the structural characters of the nuclei, which 
have a central karyosome and peripheral chromatin beads just 
within the nuclear membrane. Usually there is no need to pre- 
pare permanent hematoxylin-stained films, but at times these are 
needed to differentiate the trophozoites from those of other in- 
testinal amebas and to provide a clearer picture of the nuclear 
characters in the cysts if these organelles are obscured in the 
wet film by dense deposits of glycogen or masses of chro- 
matoidals. If the material submitted contains only doubtful 
forms, fresh specimens should be requested for study. This is 
safer than to hazard a positive diagnosis on unsatisfactory ma- 
terial. Following direct film examination, the zinc sulfate con- 
centration technique should be carried out on formed stools for 
recovery of cysts, which may be too few to be present in a single 
direct fecal film. A single iodine-stained film is employed for 
this concentrate. For dependable laboratory diagnosis of amebi- 
asis the technician must be trained in this special field. During 
the past few years the laboratory section of the Public Health 
Service Communicable Disease Center in Atlanta has provided 
such training courses. 


Anesthesiology, New York 
13:1-118 (Jan.) 1952. Partial Index 


Importance of Biometry in Anesthesiology. K. S. Tin a 2; 

Device Producing Regulated Assisted Respiration: i. Prevention of 
Hypoventilation and Mediastinal Motion During Intrathoracic Surgery. 
J. V. Maloney Jr., W. S. Derrick and J. L. Whittenberger.-—p. 23. 

Effect of Morphine and Pentobarbital on Ether Hyperglycemia. D. T. 
Watts.—p. 33. 

Circulatory Factors Affecting Anesthesia in Surgery for Congenital Heart 
Disease. R. M. Smith.—p. 38. 

Cardiotachoscope. A. Himmelstein and M. Scheiner.—p. 62. 

Function of Anesthesiologist in Management of the Patient with Ex- 
tensive Burns. C. R. Allen and iH. c. _ Slocum. —p. 65. 

Technics in Pediatric A g Method. C. R. Stephen. 
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Thiopental (Pentothal) Reactions and Their Treatment with ACTH. 
F. Lemere, W. Berard and P. O’Hollaren.—p. 86. 

Use of Methoxamine Hydrochloride as Pressor Agent During Spinal 
Analgesia. M. F. Poe.—p. 89. 

Experiences in Use of General Anesthesia for Corrective Rhinoplasty. 
J. A. Tamerin and E. J. De Polo.—p. 94. 

“Prevention of Headache Following Spinal Anesthesia: Use of Epidural 
Saline: Preliminary Report. M. S. Kaplan and J. G. Arrowood.—p. 103. 


Prevention of Headache Following Spinal Anesthesia.—The 
etiology and previous efforts at prevention of the headache that 
follows spinal anesthesia are briefly discussed, and then the 
authors review observations on 300 unselected patients who re- 
ceived spinal anesthesia for surgical and obstetric procedures 
during the period from December, 1949, to November, 1950. 
The anesthetic used was tetracaine (pontocaine*) hydrochloride 
in 10% dextrose solution or distilled water. Phenylephrine (neo- 
synephrine®) hydrochloride in doses of 3 to 5 mg. was used to 
prolong the anesthesia. After the operation, nurses were in- 
structed to keep the patient flat in bed with a low pillow under 
his head for two to four hours. Then the head of the bed was 
raised gradually 5 degrees every 15 minutes for two hours. Pa- 
tients were kept flat for variable lengths of time and 54 were 
raised up suddenly. Twenty-one of the 300 patients developed 
postspinal headache. Of these, five were raised suddenly and 16 
were raised in the prescribed manner. Between March and No- 
vember, 1950, the authors studied a second group of 100 patients, 
who were managed in an identical manner, except that the fol- 
lowing variation in technique was used: After the anesthetic 
solution was introduced into the subarachnoid space, the needle 
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was withdrawn into the epidural space. Then 10 to 20 cc. of 
isotonic sodium chloride solution was deposited before the 
needle was withdrawn. The amount injected depended on the 
resistance encountered during the injection. Only 1 of the 100 
patients treated in this manner had headache following spinal 
anesthesia. The efficacy of this method appears to depend on the 
building up of a head of pressure near the dural defect and pre- 
venting leakage of spinal fluid into the epidural space. This pre- 
vents a concomitant decrease in cerebrospinal fluid pressure. 
It is not clear whether this saline solution remains in the region 
long enough to accomplish its mission. It is conceivable that it 
prevents leakage long enough for a fibrin clot to form, or for 
the piaarachnoid to seal the defect. There were no untoward ef- 
fects in the 100 cases. 


Cancer Research, Chicago 


12:77-164 (Feb.) 1952 
Different Types of Carcinogens and Their Possible Modes of Action: 
Review. E. Boyland.—p. 77. 
Alkaline Phosphatase Activity in Epithelial Metaplasia. H. A. Bern. 


Effect of Colloidal Au*™* on Growth Cycle of Leukemic Cells and on 
Survival of Their Host. H. Goldie, F. B. Watkins, C. Powell and P. F. 
Hahn.—p. 92. 


Effect of Heat Inactivation on Precipitation of Serum Proteins by Means 
of Sodium Chromate in Sera of Normal and Cancerous Subjects. P. 
Koets.—p. 100. 

Hemolysins in Spontaneous Mouse Breast Tumors as Compared to Those 
in Normal Mouse Tissue. E. Ponder and J. Nesmith.—p. 104. 

Effect of Prior Injections of Tissue Antiserums on Survival of Cancer 
Homoiografts in Mice. N. Kaliss and N. Molomut.—p. 110. 

Serum + aan Levels in Mice of C57, C3H, and A Strains. J. Tuba. 
—p. 3. 

Effects al Freezing, Storage, and Thawing upon Transplantability of 
Mouse Leukemic Cells. R. M. Gabrielson, J. T. Syverton and R. 
Kirschbaum.—p. 117. 

Oxidative Phosphorylation by Mitochondria of Transplantable Mouse 
Hepatoma and Mouse Liver. R. K. Kielley.—p. 124. 

Electrophoretic Changes in Proteins from Livers of Rats Fed 4-Dimethyl- 
aminoazobenzene. H. E. Hoffman and A. M. Schechtman.—p. 129. 


Inhibition of Human Mammary and Prostatic Cancers by Adrenalectomy. 
C. Huggins and D. M. Bergenstal.—p. 134. 

Adrenal Tumors and Other Pathological Changes in Reciprocal Crosses 
in Mice: I. Strain DBA Crossed with Strain CE and Reciprocal. G. W. 
Woolley, M. M. Dickie and C. C. Little —p. 142. 

*Growth of Carcinoma Implants in Fed and Fasted Rats. G. A. Letrage, 
V. R. Potter, H. Busch and others.—p. 153. 

In Vivo Studies on Incorporation of Glycine-2-C™ into Proteins and 
Nucleic Acid Purines. E. P. Tyner, C. Heidelberger and G. A. LePage. 
—p. 158. 


Growth of Carcinoma Implants of Fed and Fasted Rats.—Con- 
trol rats and rats bearing multiple implants of Flexner-Jobling 
carcinoma were fed or fasted and the weight changes determined 
for tumors and normal tissues. Glycine-2-C!4 was used to label 
the tissue proteins and to permit a study of amino acid exchange. 
Animals fasted five days lost 31% of their body weight and 
39% of their liver protein. Tumors on such animals grew almost 
as rapidly as on fed rats. It was observed that in either fed or 
fasted rats, the specific radioactivity of the proteins and nucleic 
acids of normal tissues declined with time, as did the total radio- 
activity per organ. In contrast, the total radioactivity of the 
tumor proteins increased rapidly. It was concluded that protein 
metabolism in the Flexner-Jobling carcinoma is essentially, if 
not completely, a “one-way passage,” and that the proteins of 
this tumor are not available to the host for fuel during starvation. 
It is suggested that the type of experiment described herein be 
used to study host-tumor relationships for a variety of tumors. 
including some that grow more slowly and are less anaplastic 
than the Flexner-Jobling carcinoma. 


Florida Medical Association Journal, Jacksonville 
38:523-590 (Feb.) 1952 

Advancing Field of Thoracic Surgery. D. C. Daughtry and J. G. Chesney. 
—pPp. 

Experiences with Corticotropin and Cortisone in Pulmonary Disease. 
J. Reiss, G. L. Baum and M. Kovnat.—p. 550. 

The Fragile Male. W. T. Sowder.—p. 553. 

Epidemiologic Importance of Man’s Transportation of Mosqiuto Vectors 
of Malaria. J. B. Hall.—p. 555. 

Technic for Early Postoperative Care of “Wet Colostomies.”” M. Suter. 
—p. 558. 
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Illinois Medical Journal, Chicago 


101:57-108 (Feb.) 1952 

Bronchoscopic Problems in the Newborn. P. H. Holinger and K. C. 
Johnston.—p. 68. 

Drug Addiction in Chicago. J. J. McLaughlin and W. H. Haines.—p. 72. 

Practical Office Syphilology. L. M. Schuman.—p. 78. 

*Ambulatory Outpatient Dicumarol Therapy. A. T. Johnson.—p. 83. 

Obscure Herniated Intervertebral Discs. P. C. Bucy.—p. 89. 

Emergency Home Childbirth Nursing Program. F. O. Tonney and M. 
Scaife.—p. 92. 

Arterial Embolectomy: Factors Considered in Selection of Patients for 
Operation. W. Klingensmith and F. V. Theis.—p. 94 

Primary Torsion of Omentum. W. H. Cave.—p. 97. 


Ambulatory Bishydroxycoumarin Therapy.—In patients with 
chronic recurrent thrombophlebitis, multiple sclerosis, rheu- 
matic heart disease with repeated embolism, recurrent myocar- 
dial infarction, and various eye conditions it may be advisable 
to continue treatment with bishydroxycoumarin (dicumarol®) 
over long periods. According to prevailing concepts, it would be 
necessary to hospitalize these patients indetivitely. This, how- 
ever, would be financially impossible for most patients. Ambu- 
latory treatment with bishydroxycoumarin has been tried by sev- 
eral observers, and Johnson describes his own observations on 
12 patients who were treated in this way. Usually the patients 
were hospitalized for approximately two or three weeks, during 
which time a dosage schedule was ascertained. The dosage 
varied from 50 mg. four days weekly to as much as 100 mg. 
daily, seven days weekly. The average dosage has thus varied 
from 200 to 700 mg. weekly. The patient was sent home to fol- 
low his dosage, and the prothrombin concentration was deter- 
mined at the laboratory once weekly. After two or three weekly 
prothrombin determinations, the interval between determina- 
tions was extended to two weeks and finally to three wecks. In 
some patients, treatment with bishydroxycoumarin was started 
in the office. In order to avoid misunderstandings, the dosage 
of bishydroxycoumarin was usually written on the prescription 
blank. All patients were warned regarding the signs of excessive 
dosage, and were told to report immediately should hematuria, 
ecchymoses, or abnormal bleeding occur. The prothrombin levels 
were always determined in the same laboratory by the same 
technician. By observing all precautions, it has been possible to 
employ ambulatory treatment with bishydroxycoumarin for 
from 3 to 24 months. Only one patient had temporary hematuria, 
which may have been due to a renal disorder. Patients requir- 
ing bishydroxycoumarin need not be deprived of it if hospitali- 
zation is not possible. 


Journal of Experimental Medicine, New York 


95:119-230 (Feb.) 1952 


*On Response of Genetically Resistant and Susceptible Rabbits to Quan- 
titative Inhalation of Human Type Tubercle Bacilli and Nature of 
Resistance to Tuberculosis. M. B. Lurie, S. Abramson and A. G. 
Heppleston.—p. 119. 

Quantitative Aspects of Multiplication of Influenza A Virus in Mouse 
Lung: Relation Between Degree of Viral Multiplication and Extent of 
Pneumonia. H. S. Ginsberg and F. L. Horsfall Jr.—p. 135. 

Enhancing Effect of Urethane on Severity of Infection with Pneumonia 
Virus of Mice (PVM). G. S. Mirick, J. MacL. Smith, C. I. Leftwich 
Jr. and W. B. Leftwich.—p. 147. 

Albumin and Globulin Circulation in Experimental Ascites: Relative 
Rates of Interchange Between Plasma and Ascitic Fluid Studied with 
C™-Labeled Proteins. F. W. McKee, C. L. Yuile, B. G. Lamson and 
G. H. Whipple.—p. 161. 

Effect of Influenza Virus on Cilia and Epithelial Cells in Bronchi of 
Mice. C. G. Harford and A. Hamlin.—p. 173. 

Effect of Spermine on Tubercle Bacilli. J. G. Hirsch and R. J. Dubos. 
—p. 191. 

Survival of Staphylococci Within Human Leukocytes. D. E. Rogers and 
R. Tompsett.—p. 209. 


Resistance to Tuberculosis.—Lurie and associates show that if 
genetically susceptible and resistant rabbits simultaneously in- 
hale virulent human type tubercle bacilli, the resistant animals 
usually overcome the infection completely in a given time, while 
in the susceptible animals, a disease of varying extent often 
involves the greater part of the lung parenchyma. The allergic 
response, the antibody production, the rate of growth and de- 
struction of tubercle bacilli in the lungs, and the associated his- 
tological responses were analyzed in these resistant and sus- 
ceptible animals. The inhaled tubercle bacilli multiply only a 
short time in the resistant rabbits and are usually rapidly and 
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completely destroyed. In the susceptible rabbits the bacilli multi- 
ply profusely for a much longer time and persist in large num- 
bers even months after inhalation. Whatever the cause of the 
more rapid destruction of tubercle bacilli in the resistant animal, 
the resulting more rapid release of antigens enhances the devel- 
opment of allergic sensitivity and antibodies. The development 
of an acquired resistance against tubercle bacilli of the human 
type is sufficiently rapid to affect the genesis of the initial gross 
primary pulmonary foci that result from the inhalation of a 
given number of bacilli. The greater the genetic resistance the 
fewer the initial primary foci. Variations in genetic resistance are 
essentially variations in the rate of development of acquired 
resistance. 


Journal of Immunology, Baltimore 
68:115-218 (Feb.) 1952 


Analysis of Immunity in Experimental Tsutsugamushi Disease. T. Kuwata. 

—p. 115. 

In Vivo and in Vitro Studies of Serological Specificity Among Viruses of 
Psittacosis-Lymphogranuloma Venereum Group. M. R. Hilleman, D. A. 
Haig and R. J. Helmold.—p. 121. 

Studies on Immunization Against Plague: I. Isolation and Characteriza- 
tion of Soluble Antigen of Pasteuralla Pestis. E. E. Baker, H. Sommer, 
L. E. Foster and others.—p. 131. 

Id.: Il. Complement-Fixation Test. T. H. Chen, S. F. Quan and K. F. 
Meyer.—p. 147. 

Cellular Transfer in Humans of Delayed Cutaneous Reactivity to Hemo- 
lytic Streptococci. H. S. Lawrence.—p. 159. 

On the Chromatographic Behavior of the T Coliphages in Paper Strips. 
C. C. Shepard.—p. 179. 

Immunogenic and Chemical Properties of Fractions Prepared from Ten 
Types of Group A Streptococci. J. Smolens and H. F. Warner.—p. 185. 

Interchangeability of Complement Components of Different Animal 
Species: IV. In Hemolysis of Rabbit Erythrocytes Sensitized with 
Sheep Antibody. C. E. Rice and P. Boulanger.—p. 197. 

Antibody Respense of Human Subjects to Epidemic a wt Vaccine 
Three to Eight Years After Previous Immunization. E. S. Murray, 
A. Ofstrock and J. Snyder.—p. 207. 


Journal of Infectious Diseases, Chicago 
90:1-104 (Jan.-Feb.) 1952. Partial Index 


*Experimental Studies on mengust I. Isolation, Identification and Modi- 
fication of Virus. S. Hotta.—p. 1. 

*Id.: II. Skin Reaction Gbeerved During Epidemic of Osaka, Japan, in 
1944, S. Hotta.—p. 10. 

Effect of Thyroxine and Radioactive Iodine on Resistance of Mice to 
Infection with Murine Pneumonitis Virus. E. Weiss, J. W. Moulder 
and M. K. Itatani.—p. 21. 

Respiratory Infection in Rabbit: Enzootic Caused by Pasteurella Lepi- 
septica and Attempts to Control It by Vaccination. M. M. Alexander, 
P. B. Sawin and D. A. Roehm.—p. 30. 

Studies of Effect of Antibiotics on Infections with Mouse Pinworm 
Aspiculuris Tetraptera: II. Actions of Neomycin, Dihydrostreptomycin 
and Chloramphenicol. H. S. Wells.—p. 34. 

Studies on Biology of Cryptococcus: IV. Isolation of Highly Polymerized 
Polysaccharide from Encapsulated Strains. G. E. Foley and L. 
Uzman. —p. 38. 

Agglutinins for Sheep Cells in Human Serums and Their Relationship to 
Az Isoagglutinogen-Like Substance in Infectious Organisms. J. Oliver- 
Gonzalez.—p. 44. 

Serological Identification of Cultures of Clostridium Histolyticum as 
Group III of Proteolytic Clostridia. J. W. Mandia.—p. 48. 

Effect of Selected Chemical Substances on Phagocytosis. W. J. Nungester 
and A. M. Ames.—p. 51. 

Electrophoresis Studies of Leukocytes and Bacteria in Relation to 
Mechanisms of Phagocytosis. W. J. Nungester, A. M. Ames and 
W. Lanning.—p. 61. 

Laboratory Studies on Histoplasmosis: I. Effect of Humidity and Tem- 
perature on Growth of Histoplasma Capsulatum. R. W. Menges, M. L. 
Furcolow, H. W. Larsh and A. Hinton.—p. 67. 

Relative Efficiency of Different Culture Mediums in Isolation of Certain 
Members of Salmonella Group. N. B. McCullough and A. F. Byrne. 
—p. 71. 

Chemotherapy of Experimental Clostridial Infections. J. S. Kisner, G. C. 
de Mello, D. H. Reichard and J. H. Williams.—p. 76. 

Bacteriologic Studies of Experimental Salmonella Infections in Chicks. 
K. C. Milner and M. F. Shaffer.—p. 81. 

Serological Study of Certain Members of Aerobic Nonpathogenic Neis- 
seria Group. G. S. Warner, J. E, Faber Jr. and M. J. Pelczar Jr. 
—p. 97. 


Studies on the Dengue Virus.—During dengue epidemics in 
Japan from 1942 to 1945, three strains of dengue virus were 
isolated by injecting blood taken from patients during the 
febrile stage into brains of white mice and carrying on mouse 
brain passage thereafter. Serial transmission of the virus through 
mouse brains resulted in a change in its properties. It lost its 
ability to induce in humans symptoms characteristic of the orig- 
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inal disease, but was still able to produce in inoculated persons 
a protective immunity against virulent dengue virus as well as a 
virus-neutralizing antibody, on which titration was performed. 
The virus was reisolated from a person so inoculated. 


Skin Reaction Observed During a Dengue Epidemic.—lIt is es- 
timated that during the 1944 epidemic of dengue in Japan there 
were at least 100,000 cases. An antigen prepared from mice that 
showed typical signs of infection after an intracerebral inocula- 
tion of dengue virus was injected into the stretched skin of the 
upper arm of patients who either were still in the febrile stage 
of dengue or in whom the fever had subsided. Control tests were 
made with fluid prepared from normal mouse brain, and the 
antigen as well as the fluid was tested in healthy subjects and in 
patients with febrile diseases other than dengue. In dengue fever 
patients the reaction at the injected site consisted of induration, 
a red circular patch, or a combination of these two, including 
vesicle formation or necrosis under certain conditions; this was 
considered specific for dengue. Patients with scarlet fever showed 
no reaction; patients with typhoid fever and with murine typhus 
showed a distinct but generally less severe reaction; and healthy 
adults showed no reaction. No group reacted to the control fluid. 


Journal Lab. and Clinical Medicine, St. Louis 


39:1-168 (Jan.) 1952 

Testament of Duty: Some Strictures on Moral Responsibilities in Clinical 
Research. W. B. Bean.—p. 3. 

Blood Pressure in Aorta During Resection and Repair of Coarctation of 
Aorta. J. Fuller, B. E. Taylor, O. T. Clagett and E. H. Wood.—p. 10. 

Study of Serum Electrolytes (Na, K, Ca, P) in Patients with Severely 
Decompensated Portal Cirrhosis of Liver. D. S. Amatuzio, F. Stutzman, 
N. Shrifter and S. Nesbitt.—p. 26. 

Estimation of Ascitic Fluid Volumes. L. Baker, R. C. Puestow, S. Kruger 
and J. H. Last.—p. 30. 

Simultaneous Determination of Total Body Water by Antipyrine and 
Deuterium Oxide; Evaluation of Methods on Edematous Subjects. 
W. W. Hurst, F. R. Schemm and W. C. Vogel.—p. 36. 

Urine-Blood Ratios of Deuterium Oxide in Man. W. W. Hurst, F. R. 
Schemm and W. C. Vogel.—p. 41. 

Serum Mucoproteins as Aid in Differentiation of Neoplastic from Primary 
Parenchymatous Liver Disease. E. M. Greenspan, B. Tepper, L. L. 
Terry and E. B. Schoenbach.—p. 44. 

Effects of Modified Human Globin on Renal Function in Cirrhosis of 
Liver. J. L. Brandt and A. Caccese.—p. 57. 

Rates of Equilibration of. Inulin and Mannitol Between Plasma and 
Interstitial Water in Edematous States. J. H. Last, G. O. McDonald, 
R. A. Jones and E. E. Bond.—p. 62. 

Physiological Changes During Perfusion of Isolated Intestinal Loop in 
Chronic Uremia. W. S. Thompson Jr., J. J. Lewis and A. S. Alving. 
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—p. 69. 

Riboflavin Excretion During Pregnancy and Early Lactation. A. Brze- 
zinski, Y. M. Bromberg and K. Braun.—p. 84. 

Method for Collection and Quantitative Determination of Sebum: Its 
Application to Investigation of Human Sebum Secretion. T. H. Lorenz, 
D. T. Graham and H. G. Wolff.—p. 91. 

Variations in Proteolytic and Antiproteolytic Reactions of Serum: Effect 
of Disease, Trauma, X-Ray, Anaphylactic Shock, ACTH, and Cortisone. 
E. E. Cliffton.—p. 105. 

~ Infantile Diarrhea Associated with Escherichia Coli 111, Bs. 

. lL. Modica, W. W. Ferguson and E. F. Ducey.—p. 122. 

Ghai Antibody Studies in Man: II. Relation of Level of Serum 
Proteins to Antibody Production. D. L. Larson and L. J. Tomlinson. 
—p. 129. 

Effect of Trypsin on Hemagglutinogens Determining Eight Blood Group 
Systems. L. J. Unger and L. Katz.—p. 135. 

Effect of Heating Thromboplastic Activity of Rabbit Brain Extract: New 
Test for Diagnosis of Hemophilia. A. J. Quick, W. F. Stapp and 
C. V. Hussey.—p. 142 


Relation of Serum Proteins to Antibody Production.—A num- 
ber of reports have appeared indicating that animals and man 
with hypoalbuminemia, with or without hyperglobulinemia, 
have impaired ability to produce circulating antibodies. Other 
investigators have been unable to confirm these observations. 
Larson and Tomlinson report studies on antibody responses in 
12 patients with abnormal levels of serum albumin and globulins, 
using quantitative immunochemical techniques. There appeared 
to be no relation between total serum protein, total serum 
albumin, total serum globulins, total serum euglobulins, electro- 
phoretic pattern, and ability to form antibodies. In the patients 
studied the ability to maintain elevated total serum gamma 
globulin levels had no apparent relation to the ability to produce 
antibody globulin. Four patients with cirrhosis of the liver had 
normal antibody responses. Four patients with multiple mye- 
loma had notably poor antibody responses and unusually low 
titers of C antibody. 


J.A.M.A., June 7, 1952 


Journal of Pediatrics, St. Louis 


40:143-268 (Feb.) 1952 


*Subacute Mercury Poisoning (Acrodynia) Caused by Protiodide of Mer- 
cury. Successful Treatment with BAL. A. E. Fischer and H. L. Hodes. 


Investigations on Bacterial Flora, pH, and Sugar Content in Intestinal 
Tract 4 Infants. G. J. Barbero, G. Runge, D. Fischer and others. 
—p. 152. 

Some Special Problems in Use of ACTH and Cortisone Therapy in 
Children: Report of Three Cases. R. Wilson and R. Rowe.—p. 164. 
Latent Hemolytic Disease of Newborn Infant: Variable Quantitative Re- 
lationship Between Amount of Maternal Rh Antibodies and Extent of 

Damage to Rh-Positive Infant. J. Grundorfer.—p. 172. 

Melena in Newborn Infant. I. H. Rozenfeld and J. R. McGrath.—p. 180. 

Results of Administration of Vitamin Biz to Newborn Infants. R. F. 
Chinnock and H. W. Rosenberg.—p. 182. 

Case of Congenital Cystinuria. H. Prakken.—p. 186. 

*Twelve Cases of Testicular Tumors Occurring During Infancy and Child- 
hood. C. Rusche.—p. 192 

Cardiac Complications of Pertussis. S. H. Walker.—p. 200. 

Umbilical Hernia: I. Occurrence of Infantile Type in Negro Infants and 
Children. E. P. Crump.—p. 214. 

Pediatric Resident Program in Nonuniversity Hospital. H. E. Thelander. 
—p. 224. 

Dermatitis Gangrenosa Infantum. A. Gedarovich.—p. — 

Intoxication with Veratrum Viride. A. J. Newman.—p. 233. 

Engelmann’s Disease (Progressive Diaphyseal Dysplasia). L. S. Lavine 
and M. T. Koven.—p. 235. 

Omental Segmental Infarction: Report of Two Cases in Children. F. P. 
Catanzaro and J. E, Farley Jr.—p. 240. 


Dimercaprol in Subacute Mercury P .—The occurrence 
of erythredema polyneuropathy (acrodynia) is reported in a 
boy aged 3% years who was treated for warts with 7.5 mg. of 
protiodide of mercury three times daily for 12 days. Without 
consulting the physician, the mercury was administered by the 
child’s mother for an additional 12 days. Unaware of this sec- 
ond course of treatment, the dermatologist again prescribed pro- 
tiodide of mercury. The patient became irritable, had painful 
lower extremities, hypotonia, intense and persistent photophobia, 
alopecia, slight rise of temperature, excessive perspiration, diar- 
rhea, loss of weight, tachycardia, and anorexia. The patient’s 
urine gave a negative reaction when tested for the presence of 
heavy metal by the Ganassini modification of the Reinsch test. 
He was given 20 mg. of dimercaprol every four hours intramus- 
cularly on the first day and 30 mg. every four hours on the sec- 
ond day. The dose of the drug then was increased to 40 mg. and 
the total amount of the drug administered was 2,300 mg. given 
over 16 days. The second three day specimen of urine, which 
was collected one day before the first injection of dimercaprol 
as well as during the first two days of dimercaprol therapy and 
tested according to the sensitrve Gettler-Lehman technique, con- 
tained 333 ug of mercury per liter, while the next three days speci- 
men, collected during the third, fourth, and fifth days of treat- 
ment with dimercaprol, showed a concentration of mercury of 
500 ug per liter. Thereafter, despite continuous use of dimer- 
caprol, the concentration of mercury in the urine declined, and 
was within normal limits from the ninth day of treatment. Photo- 
phobia was improved, the patient gained weight, and complete 
recovery followed. The author’s case illustrates the need for re- 
peated examination of the urine until mercury has been dem- 
onstrated in the urine and until clinical improvement has 
occurred. A sensitive test must be employed. Dimercaprol appar- 
ently begins to exert its influence promptly so that, if no mercury 
is detected after three days of treatment, one may be reasonably 
certain that mercury has not been retained in the body. 


Testicular Tumors in Infancy and Childhood.—Of 11 boys 
with malignant and 1 with benign tumor of the testis, 9 were 
aged less than 3 years at the time of diagnosis. Four of these 
tumors were present at birth. Of the 12 tumors, 8 were adult 
teratomas, 3 embroyonal carcinomas, and | dermoid cyst. Of 
the 12 patients, 2 died within three and four months respectively 
after the diagnosis. Since there are few diseases that cause en- 
largement of scrotal contents in childhood, every intrascrotal 
swelling occurring before puberty should be considered a malig- 
nant tumor until proved otherwise. Malignant tumors of the tes- 
ticle are a local disease for a while. If the diagnosis is made and 
simple orchiectomy performed during this period, the prognosis 
for cure is excellent. Therefore, after a diagnosis of tumor is 
established, immediate extirpation is mandatory. Of the author’s 
12 patients, 10 are alive without evidence of disease, 8 of whom 
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have lived five years or longer and may be considered cured; 
of these 8, 6 had adult teratomas, 1 an embryonal carcinoma, 
and 1 a dermoid cyst. Preoperative irradiation in tumors of the 
testicle should be condemned for the following reasons: valuable 
time may be lost before the tumor is removed; irradiation de- 
stroys the original structure of the tumor, thus complicating an 
accurate microscopic diagnosis; benign tumors inadvertently are 
irradiated; and the spermatogenic function of the remaining tes- 
tis may be destroyed. Postoperative irradiation is dependent 
on the histological properties of the tumor. Teratomas, which ac- 
count for the largest percentage of testicular neoplasms in chil- 
dren, are radioresistant. Seminomas, which occur extremely in- 
frequently in childhood, are the most radiosensitive tumors. 


J. Pharmacology & Exper. Therap., Baltimore 
104:115-252 (Feb.) 1952. Partial Index 


Effect of Sodium Pentobarbital on Toxicity of Certain Antihistamines. 
E. L. Wav and W. C. Herbert.—p. 115. 

Hydrolysis of Local Anesthetics by Human Serum Cholinesterase. 
W. Kalow.—p. 122. 

Reliability and Validity of Tooth Pulp Algesimetry. S. C. Harris and 
L. E. Blockus.—p. 135. 

Early Respiratory Depression by Curare and Curare-Potassium Anta- 
gonism. T. H. Li, B. R. Jacobs, D. M. Aviado Jr. and C. F. Schmidt. 
—p. 149. 

Absorption of Nicotine in Tobacco Smoking. L. A. Greenberg, D. Lester 
and H. W. Haggard.—p. 162. 

Mode of Action of a-Phenyl y-(-2-Pyridyl)-Propyl Ketone. I. H. Slater, 
J. F. O’Leary and D. E. Leary.—p. 168. 

Toxicological Studies of Orthophenylphenol (Dowicide 1). H. C. Hodge, 
E. A. Maynard, H. J. Blanchet Jr. and others.—p. 202. 

Effect of Ouabain on Respiration of Isometrically Contracting Rat 
Auricle. V. R. Ransom and T. A. Loomis.—p. 219. 

Diphenhydramine Hydrochloride, U.S.P. XIV, and Respiratory Tract 
Fluid. S. M. R. Bidwell and E. M. Boyd.—p. 224. 


Medical Annals of District of Columbia, Washington 


21:61-122 (Feb.) 1952 


Cancer Problem. G. Hadfield.—p. 61. 

Sympathomimetic Amines in Treatment of Peripheral Circulatory Failure. 
A. M. Lands and M. L. Tainter.—p. 63 

Thermal Injuries in Atomic Warfare. E. I. Evans.—p. 69. 

Clinical Evaluation of Vergitryl, a New, Highly Purified Extract of 
Veratrum Viride. F. A. Finnerty Jr. and E. D. Freis.—p. 75. 

Factors in Selection of Cases for Surgery on Heart Values. E. C. 
Andrus.—p. 77. 

Elements of Psychotherapy in General Medical Practice. R. L. Jenkins. 
—p. 80. 

Metastatic Melanoma of Bladder with Possibility of Being Primary in 
Thyroid Gland: Report of Case. W. C. Stirling and O. B. Hunter Jr. 
—p. 


Military Surgeon, Washington, D. C 
110:87-164 (Feb.) 1952. Partial Index 

New Concepts in Aviation Medicine. D. C. Ogle.—p. 87. 

Medical Service of Exercise “Southern Pine.”” L. H. Ginn Jr. and S. C. 
Brockman.—p. 91. 

Health Organization and Problems in Defense Impact Areas. J. W. 
Mountin.—p. 97. 

Combat Medical Practice. E. R. Hering.—p. 102. 

What Every American Should Know About Japan. J. C. Moloney. 
—p. 106. 

Early Treatment of Burns. S. L. Koch.—p. 116. 

Cancer in Female Soldiers. D. Lindsey, G. Accetta and M. L. Delp. 
—p. 126. 


New England Journal of Medicine, Boston 


246:161-204 (Jan. 31) 1952 

*Anterior-Rootlet Rhizotomy: Method of Controlling Spasm with Reten- 
tion of Voluntary Motion. D. Munro.—p. 161. 

*Clinical Evaluation of Aureomycin and Chloramphenicol in Herpes 
Zoster. E. H. Kass, R. R. Aycock and M. Finland.—p. 167. 

Activation of Latent Herpes Simplex by Trigeminal Sensory-Root Sec- 
tion. C. A. Carton and E. D. Kilbourne.—p. 172. 

Jaundice of Hepatic Origin During Course of Methyl-Testosterone 
Therapy. I. B. Brick and L. H. Kyle.—p. 176. 

Hormonal Treatment of Cancer. I. T. Nathanson and R. M. Kelley. 
—p. 180. 


Anterior Rootlet Rhizotomy for Control of Spasm.—Munro is 
concerned with the treatment of paralyzing spasms that prevent 
the use of any remaining voluntary motor activity of the spastic 
limb. The type of spasm that paralyzes without destroying volun- 
tary motion in a limb is seen in its most characteristic form in 
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patients with partial injuries of the spinal cord. It also occurs 
as a spastic quadriplegia or diplegia in children who are suffering 
from the late results of birth injuries. The author evaluates the 
various types of treatment that have been recommended and 
states that it occurred to him that the relief of this spasm might 
be approached at the spinal rootlet level and the motor side of 
the reflex arc. Every other or every third rootlet of the desig- 
nated roots, whether cervical or dorsolumbosacral, is cut. Be- 
fore and during section, the roots are identified by electrical 
stimulation. The minimum voltage required to produce pheriph- 
eral muscular contractions in the arm or leg is determined by 
intra-arachnoid stimulation of the anterior surface of the cord 
above each pair of roots before and after the rootlet section. A 
comparison of the two voltage levels is thought to indicate 
roughly the diminution of innervation that has been effected. 
The operation is not difficult, although it is less simple in the 
neck than in the dorsolumabar region. This procedure has now 
been carried out in three patients. Two patients had had injuries 
to the cervical spinal cord; the operation was performed on one 
to relieve pain and on the other in an attempt to increase the 
usefulness of the patient’s right arm. The third operation was 
dorsolumbar, and was done in the hope of increasing the mobility 
and raising the physical educational level of a 2-year-old child 
with cerebral spastic paralysis of both legs due to a birth injury. 
The results in the two patients with injured cervical cords were 
satisfactory. The third patient has improved physically, intellec- 
tually, and psychologically. He gained, in the three months since 
the postoperative resumption of physical training, what would 
have required under other circumstances at least two years. 
On theoretical grounds, and as the result of extensive experience 
in treating detrusor and external urethral-sphincteric spasm, it 
appears that effective control of this type of spasm is best ob- 
tained by interfering with the motor rather than the sensory 
limb of the spinal sensorimotor reflex arc. 


Aureomycin and Chloramphenicol in Herpes Zoster.—Of 72 
patients with herpes zoster selected at random in the outpatient 
department of Boston City Hospital, 25 were treated with aureo- 
mycin, 25 with chloramphenicol, and 22 with analgesic tablets 
containing acetylsalicylic acid, phenacetin, and caffeine phos- 
phate. No measurable effect was observed from the use of aureo- 
mycin or chloramphenicol compared with the use of a simple 
analgesic. The lesions of herpes zoster cleared within two weeks 
after their first appearance in more than three-fourths of the 
patients, and pain was completely relieved in less than two 
weeks from its onset in more than half the patients, irrespective 
of the type of therapy used. Postherpetic neuralgia (pain of more 
than one month’s duration) occurred in only 18% of the cases 
in this study. 


New Jersey Medical Society Journal, Trenton 


49:45-86 (Feb.) 1952 

Recent Advances in Orthopedic Surgery. H. Briggs, D. B. Eck and 
H. T. Hansen.—p. 49. 

Gastric Ulcer with Multiple Gastro-Intestinal Diverticula. A. I. Fried- 
man.—p. 52. 

Clinical Experience with New Processed Coal Tar. S. J. Fanburg.—p. 56. 

Lucaine Hydrochloride for Obstetrical Spinal Analgesia: Preliminary 
Report. C. De Vivo.—p. 58 

Tuberculosis Control Problems. I. Willner.—p. 61. 

Recent Advances in Treatment of Extensive Burns. L. W. Eisenstodt. 


—p. 64. 
Clinical Use of Cortisone and ACTH: Experience at Mountainside Hos- 
pital. H. Halprin.—p. 69. 


Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
27:73-88 (Feb. 13) 1952 


Surgical Treatment of Presacral Tumors: Combined Problem. C. S. 
MacCarty, J. M. Waugh, C. W. Mayo and M. B. Coventry.—p. 73. 
*Prothrombin and Intestinal Bacteria of Patients Being Prepared with 
Terramycin for Surgery of Bowel. W. H. Dearing, F. D. Mann and 

G. M. Needham.—p. 84. 


Terramycin in Surgery of Bowel: Effect on Prothrombin.— 
Opinions regarding the effect of antibiotics on the prothrombin 
time of patients who are being prepared for intestinal surgery 
are conflicting. In this paper Dearing and associates present the 
results of studies of patients on whom determinations of pro- 
thrombin and bacterial cultures of the intestinal flora were made 
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before and after administration of terramycin. The 18 patients 
had carcinoma of the colon or rectum that required surgical re- 
section. Prothrombin, as determined by the Quick and the two 
stage methods, was not significantly altered, even though there 
was a marked reduction in the number of intestinal bacteria 
following oral administration of 3 gm. of terramycin daily for 
three to five days. Further experiments are in progress to deter- 
mine whether prolonged administration of terramycin, plus a 
restricted diet, will affect the prothrombin time. 


Psychiatric Quarterly, Utica, N. Y. 


25:157-330 (Part If [Supplement]) 1951. Partial Index 

Deja Vu Experience and Conscious Fantasy in Adults. A. H. Chapman 
and I. N. Mensh.-—p. 163 

Preliminary Report on Use of Dance as Adjuvant in Therapy of Schizo- 
phrenics. D. W. Martin and N. Beaver.—p. 176. 

Spontaneous Neurotic Clique Formation in University Students. B. 
Wedge, R. Pittenger and R. Whitman.—p. 191. 

Evaluation of Ward Occupational Therapy with Regressed Patients. 
G. T. Nicolaou.—p. 202. 

Recreation and Physical Education as Aid in Public Relations Between 
the Hospital and Local Community. R. M. Ballif.—p. 214. 

Contribution to Concept of “Total Push’ Therapy. A. Pauncz.—p. 220. 

In-Service Training of Rehabilitation Personnel for Milieu Therapy. 
A. Paley.—p. 228. 

Postgraduate Psychiatric Education: Survey of Course. W. E. Mayer Jr. 
—p. 237. 


Psychosomatic Medicine, New York 


14:1-70 (Jan.-Feb.) 1952 


Directions and Problems in Psychiatric Research. (Special Article). J. D. 
Benjamin.—p. 1. 

Critical Analysis of Some Current Concepts in Psychiatry: Implications 
of Monistic Mind-Body Concept for Diagnosis, Research, Etiology and 
Treatment. A. Wikler.—p. 10. 

Life Situations, Emotions, and Backache. T. H. Holmes and H. G. 
Wolfl.—p. 18. 

Correlation Between Fluctuation of Free Anxiety and Quantity of 
Hippuric Acid Excretion. H. Persky, S. R. Gamm and R. R. Grinker. 
—p. 34. 

Rorschach Pattern in Neurodermatitis. R. J. Levy.—p. 41. 

Case of Psychoneurosis and Raynaud's Disease. G. Ingvarsson.—p. 50. 

Mucous Colitis: Case Presentation. J. Weiss.—p. 53. 


Rocky Mountain Medical Journal, Denver 
49:91-164 (Feb.) [Part I] 1952 


Craniocerebral Trauma: Basic Principles of Examination and Care. A. C. 
Johnson.—p. 113. 

Medicine’s Opportunity of a Lifetime. E. A. Hinds.—p. 120. 

Prevention of Postoperative Pulmonary Infections by Inhalation of 
Micronized Penicillin. J. A. Dixon and E. B. Mahoney.—p. 122. 

Congenital Atresia of Bile Ducts with Report of Case. P. D. Keller. 
—p. 126. 


Southern Medical Journal, Birmingham, Ala. 


45:87-170 (Feb.) 1952 


*Use of Cutis (Skin) in Orthopedic Operations. H. A. Swart.—p. 87. 

Granulomatous Lesions of Anorectal Region. R. J. Rowe.—p. 91. 

Bronchiectasis: Clinical and Pathological Findings and Concepts of 
Pathogenesis. R. S. Jones and F. H. Cole.—p. 101. 

*Post Injection Paralysis. G. D. Wilson and W. F. Hillier Jr.—p. 109. 

Myxedema. G. T. Harrell.—p. 113. 

Hematological Effects of Uremia. W. C. Levin and L. Gregory.—p. 121. 

Treatment of Larva Migrans with Stibanose®: Preliminary Report. J. F. 
Wilson.—p. 127. 

Rooming in: Modern Medicine Goes Old Fashioned. F. H. Richardson. 
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Diagnosis of Intracranial Abnormalities by Arteriography. C. H. Burge. 

—p. 137. 

Postoperative Care of Major Eye Surgery. J. W. Jervey.—-p. 139. 

Studies with lodine-Tagged Albumin in Cirrhotic Patients. M. P. Tyor 
and D. Cayer.—p. 141. 

Curability of Carcinoma of Cervix in the Negro. M. Garcia.—p. 145. 

Control of Trachoma. K. W. Cosgrove.—p. 152. 

Salt Depletion Syndrome. H. L. Holley.—p. 153. 

The Medical Student and Psychiatry. W. T. Brown and E. Kahn.—p. 161. 


Use of Cutis in Orthopedic Operations.—Swart employs the 
term cutis to denote skin from which the epidermis and subcu- 
taneous fat has been removed. After reviewing the literature on 
the use of this material for purposes where fascia is otherwise 
used, the author states that he used cutis in the construction of a 
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new internal lateral ligament in 1943. Two small windows were 
made on the medial surface of the lower femur and two similar 
windows were made in the lateral surface of the medial tibial 
tuberosity. A piece of cutis was threaded in a figure of eight 
fashion through these holes and sutured to itself with cotton 
sutures. While there remained some laxity of the medial side 
of the knee, there was definite improvement. The author also 
performed a Henderson suspension operation for recurrent dis- 
location of the shoulder, using cutis instead of tendon, and since 
1946 he has used cutis in six operations. The use of cutis to 
produce joint stability was successful. In two cases of radioulnar 
instability, stabilization was obtained by the use of cutis, but the 
patients complained of pain afterward. In one patient it was 
thought to be due to arthritis of the wrist joint, and in the other 
no cause was found. In two cases of acromioclavicular separa- 
tion and one case of sternoclavicular separation the results have 
been good. The joints are stable and painless. As the cutis will 
shrink after removal, a piece 35% wider and slightly longer 
than is necessary should be removed. The most accessible donor 
site is the side of the thigh, although the abdomen may be 
used. Cutis is more easily available than fascia and it is stronger 
and will not tear in a transverse direction. The muscle hernias, 
likely to follow the removal of large pieces of fascia from the 
thigh, are avoided when cutis is used. 


Postinjection Paralysis.—The problem of postinjection paralysis 
is becoming more important as many medications are now intro- 
duced intramuscularly. If care is not taken to avoid injections 
too near the nerves, paralysis may result from direct injury to a 
nerve or indirect injury by tissue reaction to the medication. 
After citing other reports on this problem, Wilson and Hillier 
review nine cases of paralysis following injections of tetanus 
antitoxin, penicillin, streptomycin, and vitamin B complex. Four 
case histories are presented of patients in whom the paralysis 
involved the arms and hands; these four included a case of radial 
paralysis with wrist drop following injection of tetanus antitoxin 
with complete recovery, and a severe case of radial nerve paraly- 
sis following injection of penicillin with incomplete recovery. 
In addition to the four cases involving the upper extremity, there 
were two cases in which one of the authors was called in con- 
sultation on account of paralysis of the sciatic nerve, which de- 
veloped following the injection of streptomycin in the treatment 
of pulmonary tuberculosis. The authors also mention three cases 
of postinjection paralysis in the lower extremities, two following 
intramuscular injections of vitamin B complex, 300 mg. and 
one following injection of penicillin. In all! three cases the in- 
jection was made into the gluteal region involving the sciatic 
nerve and all three received physical therapy with complete 
recovery. The over-all average of recovery time for eight cases 
was 4.21 months. One patient died of pulmonary tuberculosis 
before recovery of foot drop. Four of the cases had neurosurgi- 
cal exploration and neurolysis. All cases had sensory nerve fiber 
involvement in addition to motor nerve fiber involvement. The 
onset of paralysis varied from immediately at the time of in- 
jection with the needle still in the muscle until eight days after 
injection of the medication. The physical therapy usually began 
with the use of a deep localized heat as produced by micro- 
waves from a microtherm (radar) unit. Electrical stimulation 
using faradic and galvanic or sinusoidal currents was the second 
type of physical therapy used. Muscle reeducation was then 
used early until sufficient voluntary muscle power returned to 
finish up with resistive exercises using weights and pulleys. 
Assistive cock-up type splints for the wrist drop cases were used 
until muscle testing revealed partial or nearly complete return 
of muscle strength. For exercises at home the authors prefer a 
brick-shaped sponge rubber block to a rubber ball. 


Southwestern Medicine, El Paso, Texas 
33:37-76 (Feb.) 1952 


Diagnosis and Treatment of Anemias. M. N. Wintrobe.—p. 55. 


Intravenous Dialysis and Diathermy in Conservative Management of 
Nephritis. F. B. Faust.—p. 57. 


“American Freedom Challenged by Socialism.’”’ G. Turner.—p. 63. 


33:77-116 (March) 1952 
Treatment of Endometrial Cancer. H. E. Schmitz and C. J. Smith.—p. 94. 
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Surgery. St. Louis 
31:167-326 (Feb.) 1952 

Broocihial Arteries: Role am Pulmonary Embolism and Infarc- 
tom. F. Ellis J. Grimdiay and J. E. Edwards—p. 167. 

Studies. with Arteriovemows Fistulas: Imfiwence of Posture upon Vol- 
ume Flow. L. W. Freeman, H. B. Schwmacker J. C. Fimneran and 
L. R. Radigam—p. 

*Use of Temporary Polytineme Shumts to Pemrmit Occlusion, Resection, and 
Frovem Homologows Graft Replacement of Vital Vessel Segments: 
Laboratory amd Climical Steady. P. W. Schafer and C. A. Hardin. 
—p. 1h. 

New Injection Device for Ampiograpihy. L. D. Rosemman, F. L. Pearl and 
C. Calvert —p. 200. 

*Air Embolism im Operations Dome im Sittimg Position: Report of Five 
Fatal Cases amd Ome of Rescwe by Simple Maneuver. W. B. Hamby 
amd R. N. Terrw.—p. 212. 

Sumultameous Bilateral Radical Neck gDissection: Total Ablation of Both 
Intermal amd External Venous Systems at One H. M. 
Mortin—p. 216. 

Effect of Surgery om Plasma Levels of Individual Essemtial Amino Acids. 
T. C. Eversom amd M. J. Fritscinell —p. 206. 

Experimental and Climica) Ol>serwatioms om Iotraventricular and Intra- 
cerebral Injection of Bacitracim. P. Teng and F. L. Meleney—p. 233. 

One-Stage Recemtrection of Cervical Esophagus or Trachea. M. T. 
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Use of Temporary Polythenc* Shunts.—Cross clamping, resec- 
tion, amd homologous grait replacement of the major part of 
the descending thoracic 2orta were carmed out in 24 dogs. 
Polythene® was used 11 amimals for an artificial tem- 
porary arterial] shunt so that the aorta could be safely occluded 
long enough to permit careful dissection and grafting. The shunts 
varied im imtermal diameter from 1.14 to 2.69 mm., depending 
on the size of the aorta. The aorta was obstructed for from 45 
to 180 mimutes. Of the mime surviving dogs, six were killed 
from 30 to 130 days postoperatively. Four of these animals pre- 
sented grafts im excellemt condition, while two had small mural 
thrombi. The remaining three animals were alive and well from 
150 to 210 days after the operation, and by aortography were 
demonstrated to have grafts of normal caliber. These observa- 
tioms encouraged the authors to attempt frozen homologous 
artery tramsplamtatiom im fowr patients, using temporary poly- 
theme shunts to maintain the circulation during the transplanta- 
tiom im three. Ome of these had am arteriosclerotic aneurysm of 
the abdominal aorta. The aorta was resected, using two poly- 
theme shumts, each 30 cm. lomg and 1.67 mm. im diameter, which 
were placed im the aorta at the level of the remal arteries. The 
duration of occlusion was 83 minutes. The patient had an un- 
eventful early postoperative course, but died suddenly on the 29th 
postoperative day of massive intra-abdominal hemorrhage. The 
second patient had a swphilitic amewrysm of the distal ascending 
aorta extending imto the mght side of the arch. Four polythene 
shunts, each 20 cm. long, were placed im the aorta just distal to 
the aortic walwe. Most of the ascending aorta, the entire arch, 
and the upper descending aorta were resected. The duration of 
occlusion was 150 minutes. Unexplained cardiac arrhythmia de- 
veloped after placement of the shunts, continued after the opera- 
tiom, and the patient died ome hour postoperatively. The third 
patient had arteriovenous aneurysm with large bore communi- 
cation between the abdominal aorta and inferior vena Cava, 
involving the wall of the abdominal aorta from a point 5 cm. 
distal to the remal arteries to within 1 om. of the aortic bifurca- 
tiom; a polytheme shumt 15 cm. long and 2.15 mm. m diameter 
Was imserted imto the aorta above amd below these points. The 
aneurysm was resected together with a 10 cm. segment of the 


In both man and dog it appears feasible to maintain adequate 

circulation using polytheme shunts during temporary occlusion 

of the aorta, thus permitting homologous graft replacement of 

resected aortic segments. Thowgh mot mecessanily best for this 

purpose, frozen grafts appear to hawe yielded satisfactory results. 

wide wariety of diseases affectimg vital vessels. 
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Air Embolism in Operations in Sitting Position.—Fatal air em- 
bolism developed during the course of neurosurgical operations 
performed on five patients in sitting position. Of the five pa- 
tients four died abruptly in the course of cervical cordotomy or 
trigeminal rhizotomy, while one died shortly after he had been 
returned to his room following a vestibular rhizotomy. It was 
decided that the sitting position favored the development of the 
embolism through veins opened above the level of the heart. 
The advantages of sitting position for neurosurgery were so 
great that other methods were sought to prevent this complica- 
tion without abandoning the position. Flooding the surgical field 
frequently with isotonic sodium chloride solution during the 
laminectomy, cauterizing the visible epidural veins, and waxing 
the raw bony edges appeared to offer the best solution. This 
method was used in a young woman who was operated on in 
sitting position for cervical intervertebral disk protrusion. Nev- 
ertheless, as the almost freed nerve root was being displaced, 
respiratory irregularity, fall in blood pressure, and imperceptible 
pulse were manifested abruptly. On auscultation the heart beat 
could not be heard. When the patient was shifted to the supine 
position the heart sound returned with a rapid, gurgling “mill- 
wheel” murmur. The patient was immediately shifted into the 
left lateral position, and the heart tones were reported normal. 
Blood pressure rose at once to 110 mm. of mercury and the pulse 
became full and regular. The operation was completed with the 
patient in prone position. In personal communications the 
authors have learned that two other victims of air embolism had 
been revived by this simple postural method of resuscitation. 


U.S. Armed Forces Med. J., Washington, D. C. 


3:171-340 (Feb.) 1952. Partial Index 

Manual Artificial Respiration. D. B. Dill.—p. 171. 

Chondromalacia of Patella. C. R. Carr and J. W. Howard.—p. 185. 

Use of Cortisone and ACTH in Treating Reactions to Penicillin. N. M. 
Hensler, O. A. Wurl and J. O. Gillespie —p. 199. 

Observations on Essentially Normal Young Men Treated with ACTH and 
Cortisone: I. Effects on Glucose Metabolism. S. B. Appel and K. D. 
Orr.—p. 207. 

“Chronic Granuloma Following Wound Contamination by Beryllium Sili- 
cate. O. G. Davies Jr.—p. 221. 

Hemorrhage from Nasopharynx. E. L. Olson.—p. 239. 

Psychiatric Consultation. W. J. Barker.—p. 243. 

Multiple Laceration of Auricle. G. M. Cazan Jr.—p. 253. 

Medical Service in Air Defense Command. A. J. Donneson.—p. 263. 

Combined Streptomycin-Tuberculin Therapy in Pulmonary Tuberculosis: 
Methods of Treatment. E. C. Jacobs and J. R. Vivas.—p. 267. 

Cyst of Pancreas Associated with Diabetes Mellitus. C. W. Norman. 
—p. 281. 

Outbreak of Q Fever: I. Clinical Study. F. X. Fellers.—p. 287. 

Chemical and Biologic Studies on DDT Resistance of Lice. H. C. Barnett 
and E. C. Knoblock.—p. 297. 

Neuropathy Caused by Intramuscular Injection. D. J. LaFia—p. 305. 

Persistent Trismus During Ether Anesthesia. W. W. Montgomery.—p. 309. 

Treatment of Congenital Megacolon. E. M. Aronstam.—p. 311. 

Diabetic Lipemia Retinalis. R. P. Nadbath and L. Z. Fautneux Jr. 
—p. 319. 

Incidence of Amebiasis in Korean Veterans. R. A. Radke.—p. 323. 


Chronic Granuloma Produced by ‘Beryllium Silicate.—-In the 
case reported here a 20-year-old airman when first seen in 
November, 1950, had a tender, inflamed scar on the foot. Eleven 
years before he had cut his foot on a broken fluorescent lamp. 
This wound healed and remained asymptomatic for the ensuing 
eight years, and then he noticed progressive redness, thickening, 
and tenderness of the scar. This lesion was excised in November, 
1950, but the postoperative scar remained tender, red, and 
indurated, and ulceration and crusting persisted in its center. In 
February, 1951, the patient was seen again and a presumptive 
diagnosis of “beryllium granuloma” was made despite the long 
latent period following the original injury. The area was again 
excised and microscopic examination of the tissue led to the 
diagnosis of chronic granuloma of the skin consistent with beryl- 
lium granuloma. In March, 1951, the area was again excised, 
this time with a full 1 cm. margin on all sides and extending to 
and including the deep fascia of the foot. Following this opera- 
tion, the area healed and the resulting scar was normal in 


Esoptageal Dysfunction im Rat After Vagotomy. D. E. Donald —p. 251. 

Effect of ACTH om Autogemows and Homologous Skim Grafts m Rabbits 

B.C. Martin, T. W. Morgan and C. G. Lowmpood —p. 258 

Use of Therapeutic “Water Bod” im Surgical Lesions. R. Demel—p. 263. 

aorta. am 

bleedimg as the result of postoperative anticoagulant therapy. 

appearance. 
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Acta Medica Scandinavica, Stockholm 


141:231-308 (No. 4) 1952. Partial Index 


Tubular Nephritis (Lower Nephron Nephrosis) and Its Treatment; Four 
Cases Following Acute Diarrhea. C. Brun.—p. 

Occurrence of Pernicious Anemia and Polycythemia in Same Patient. 
A. P. Skouby.—p. 244. 

*Obstructive Jaundice with Negative Findings at Operation. M. Bj¢rneboe, 
P. Iversen and K. Trautner.—p. 249. 

Hematuria, Hypoprothrombinemia and Salicylate Medication. P. Wising. 
—p. 256. 


Obstructive Jaundice with Negative Findings at Laparotomy.— 
Obstructive jaundice is reported in two women and three men 
between the ages of 33 and 54 in whom biopsy of the liver re- 
vealed typical changes without inflammation. Explorative lapar- 
otomy did not disclose the cause of the biliary stasis. One patient 
died one week after the surgical intervention, and the post- 
mortem examination did not reveal the cause of death or of the 
biliary stasis. Three patients were in good health four months, 
one year, and two years after the operation, and one patient 
was lost to observation. These five cases and similar ones cited 
from the literature presumably represent a group of diseases of 
the liver in which the bile flow is hindered by obstruction of 
unknown origin in the intrahepatic ducts. Since cholangiography 
was not carried out systematically, some cases may have been 
cases of unrecognized cholelithiasis with passage of stones. 


Beitrage zur klinischen Chirurgie, Munich 

182:257-384 (No. 3) 1951. Partial Index 
Results of Surgical Treatment of Hallux Valgus. R. Wesche.—p. 257. 
*Madlener’s Operation and Its Results. H. Maurer.—p. 266. 

Surgical Treatment of Benign and Malignant Diseases of Stomach, Du- 
odenum and Jejunum with Clinical, Roentgenologic and Secretory Fol- 
low-Up Examinations. T.-O. Lindenschmidt.—p. 276. 

*Hematologic Studies After Gastric Resections. H. Goldeck, I. Miiller and 
D. Remy.—p. 294. 

Pathology of the Cardia. F. Bordasch.—p. 

Surgical Treatment of Chronic ‘Osteomyelitis. U_ Ritter. 


314. 
Indications for Nephrectomy. W. Geisthével.—p. 347. 


Madlener’s Operation and Its Results.—The operation gener- 
ally referred to as Madlener’s was first described by Kelling in 
1918, but Madlener was the first to use it in a large number of 
cases. The essential feature in this operation is that, in cases 
of gastric ulcer near the cardia, the ulcer itself is not interfered 
with and only the distal parts of the stomach are resected. 
Maurer feels that this operation should be carried out only in 
cases of ulcers near the cardia that are either not accessible for 
an arch-shaped resection, or in which such a resection is dan- 
gerous for the patient. In such cases, however, Madlener’s opera- 
tion is the method of choice. In 70 cases in which the operation 
was done in a period of 13% years, the permanent results were 
excellent. Three patients died postoperatively. Three had an 
ulcer that during the operation gave the impression of possible 
malignancy and later proved to be malignant; in another case 
malignant degeneration seemed likely. Two patients with car- 
diospasm were not improved, and three other patients could not 
be traced. The other 55 patients, or more than three-fourths of 
the total, were completely relieved of all symptoms. 


Hematological Studies After Gastric Resection.—Reports of 
impairment of hematopoiesis associated with gastric resection 
induced Goldeck and his co-workers to study this problem in 39 
unselected patients. All of the patients had undergone gastric 
resection more than three years previously, usually in the form 
of a Billroth 2 procedure, with anterior gastroenterostomy and 
Braun’s anastomosis. In studies of peripheral blood, special at- 
tention was given to the size of the erythrocytes, but none of the 
patients showed deviations exceeding the physiological scatter 
or characterizing the forms of anemia to be discussed. Studies 
on the bone marrow also did not reveal either indications of 
iron deficiency or signs of defective erythrocyte maturation such 
as is observed in macrocytic and megalocytic anemia. Studies 
on the iron content of the serum revealed no signs of sidero- 
penia. The authors conclude from these observations that the 
gastric resection employed in these patients does not result in 
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either symptomatic or pernicious anemia. However, on the basis 
of their own observations and in view of the complicated pro- 
cesses of iron metabolism, they believe that in rare cases there 
may be poor iron absorption and thus hypochromic anemia may 
develop, but factors in addition to the gastric resection would 
probably be involved in the pathogenesis. 


British Journal of Dermatology, London 


64:1-42 (Jan.) 1952 


Observations on Effects of Anti-Histamine Drugs on Reactions of Skin 
Vessels to Carbaminoyl Choline. E. J. Moynahan.—p. 1. 
The “L. E. Cell” and Its Significance. P. A. J. Smith.—p. 10. 


British Journal of Experimental Pathology, London 


32:471-576 (Dec.) 1951. Partial Index 


Comparative Effect of Alpha-Tocopherol and Its Analogues on Massive 
Hepatic Necrosis in Rats on Protein Deficient Diet. G. Selzer, R. G. F. 
Parker, D. McKenzie and G. C. Linder.—p. 493. 

Studies on Reproduction of Bacterial Viruses: I. Some Observations on 
Adsorption and Multiplication of Coliphages. D. E. Dolby and J. W. 
Czekalowski.—p. 498. 

Studies on Agglutination of Red Cells by Clostridia I. Cl. Septique. E. N. 
Dafaalia and M. A. Soltys.—p. 510. 

Histology of Tuberculin Reaction and Its Modification by Cortisone. 
P. G. H. Gell and I. T. Hinde.—p. 516. 

Fibrinolytic Activity of Urine. J. R. B. Williams.—p. 530. 

Presence of Thiol Groups in Thrombocytes and Their Significance in 
Contraction of Fibrin Gel. P. Fantl, L. Ebbels and J. F. Nelson. 
—p. 538. 

Action of Acridine Compounds on Cell Division. R. J. O’Connor.—p. 547. 

Antibody to Purified Virus Inhibitor. K. B. Fraser.—p. 552. 


British Medical Journal, London 


1:287-340 (Feb. 9) 1952 


*Carcinor: of Stomach. B. F. Swynnerton and S. C. Truelove.—p. 287. 

Survey of 17,301 Prescriptions on Form E.C.10. D. M. Dunlop, T. L. 
Henderson and R. S. Inch.—p. 292. 

Case of Acute Beriberi Complicating Polyserositis in Britain. J. Thomson 
and K. R. Keay.—p. 295. 

Granulomatous Ulcer of Nose Treated with Chloramphenicol. I. B. 
Sneddon and J. Colquhoun.—p. 

Purpura and Pancytopenia Complicating Arsenotherapy. M. G. Nelson. 

300. 


—Pp. 
Carcinoma of Adrenal Cortex with Endocrine Manifestations: Report of 
Case. R. J. Harrison and D. Abelson.—p. 303. 
Islet-Cell Tumour of Pancreas. D. D. Webster and A. N. Blades.—p. 307. 


Carcinoma of the Stomach.—Of 233 men and 142 women with 
carcinoma of the stomach who were treated between 1938 and 
1949, 169 were admitted within six months after their first 
symptoms had appeared, while nearly one in five had had symp- 
toms for more than two years. The commonest site of neoplasm 
was the prepyloric region and the least common the fundus. 
In more than four of every five patients the illness began with 
symptoms referable to the gastrointestinal tract, and the ma- 
jority had some form of “indigestion.” An epigastric mass was 
felt in about half the patients by the time of admission to hos- 
pital. A barium meal was the most accurate single diagnostic 
procedure. In 9 of 10 patients the radiologists reported a gastric 
abnormality at the first examination, and in more than 4 of 5 
cases correctly interpreted the findings. Achlorhydria was a com- 
mon finding, independent of the age of the patient or the site 
of the neoplasm. Normal or unusually acid secretions were ob- 
served in one of every four patients, so that such observations 
should not preclude a diagnosis of gastric carcinoma. Of 157 
patients whose feces were examined for occult blood, 132 (84%) 
had large or moderate amounts. Laparotomy was carried out 
in 236 (63%) cases, and resection of the growth in 114 (30% 
of the total 375). An increased proportion in all age groups 
were treated by resection during the second half of the period 
covered by the authors’ study. Resection offers the only hope 
of prolonged life. Nearly a quarter of the resected group were 
alive after five years, compared with less than 1% of the re- 
mainder. Among the patients on whom resection was performed, 
the outstanding factor influencing prognosis was the duration 
of symptoms. Somewhat unexpectedly, the prognosis was ob- 
served to improve with increasing length of history. The age 
distribution of the patients, the site of the lesion, and the possi- 
bility that the neoplasm had arisen from a simple gastric ulcer, 
do not explain this finding; the conclusion is that it is due to 
the occurrence of slow-growing carcinomas. 
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Edinburgh Medical Journal 


58:565-618 (Dec.) 1951 


Multiple Congenital Articular Rigidities: Review of Literature with 
Reports of Two Cases: Part I. T. James.—p. 565 

Id.: Part II. T. James.—p. 581. 

Hypopituitarism Masquerading as Myxoedema (Pituitary Myxoedema). 
J. A. Strong.—p. 598. 


Gynaecologia, Basel 
133:1-64 (Jan.) 1952. Partial Index 


*Treatment of Post-Menopausal Osteoporosis with Estrone Micro-Crystal 
Precipitates. Z. Polishuk and E. M. Kleinhause.—p. 1 

Influence of Androgenic Hormone on Vaginal Smear in Women. T. 
Cohen-Fraenkel.—p. 11. 

Registration and Amplification of Fetal Heart Sound by Loud Speaker 
Stethoscope. A. H. Palmrich.—p. 29. 

Histochemical Investigations of Incretory Activity of Hypophysis and 
Placenta. K. Pali and L. Lajos.—p. 37. 


l A 4: 


Treatment of Postmenopa Accordin to 
Polishuk and Kleinhause, the following “characterize postmeno- 
pausal osteoporosis: generalized osteoporosis affecting particu- 
larly the spine; normal blood levels of calcium, phosphorus, and 
phosphatase; absence of any other systemic disorders or malnu- 
trition; and menopause. The authors present three of a series 
of six women with postmenopausal osteoporosis who were 
treated with estrogenic hormones in the form of estrone-micro- 
crystal precipitates, which were later supplemented with 
diethylstilbestrol. This treatment proved most effective. Pain 
was relieved and freedom of movements as well as increased 
feeling of well-being was obtained about 14 days after treatment 
was begun. Roentgenologic evidence of increased bone density 
was evident about the eighth week. The beneficial effects of 
estrone persisted for about three months after interruption of 
treatment. 


Journal of Laryngology and Otology, London 
66:55-110 (Feb.) 1952 


Genesis of Otosclerosis. C. O. Nylén and B. Nylén.—p. 55. 

Otosclerosis: Closed Method of Fenestration. P. Garson.—p. 65. 

Treatment of Brain Abscess. P. H. Wood.—p. 71. 

Investigation into Relationship Between Adenoids and Sinusitis in Chil- 
dren. P. H. Huggill and J. C. Ballantyne.—p. 84 


Lancet, London 
1:325-376 (Feb. 16) 1952 


Endocrine Control of Blood-Sugar. C. N. H. Long.—p. 325. 

Simple Method of Internal Tocography. E. A. Williams and J. A. Stall- 
worthy.—p. 330. 

Neonatal Surgery: Early Treatment of Congenital Malformations. P. P. 
Rickham.—p. 332. 

Infective Hepatitis in a Boarding-School. H. S. Brodribb.—p. 339. 

*Hypothermic and Antipyretic Effect of Preparations of A.C.T.H. W. W. 
Douglas and W. D. M. Paton.—p. 342. 

Effect of Procaine Penicillin and Breathing Exercises in Postoperative 
Pulmonary Complications. K. N. V. Palmer and B. A. Sellick.—p. 345. 

Case of Scleroderma: Failure to Respond to Recent Drugs. J. N. Briggs 
and R. S. Illingworth.—p. 346. 

Terramycin in Prophylaxis of Ophthalmia Neonatorum. D. O’Brien. 
—p. 347. 


Hypothermic and Antipyretic Effect of Corticotropin.——A com- 
mon effect of corticotropin (ACTH) in febrile conditions is to 
lower the body temperature. This is usually attributed to a modi- 
fication of the disease through the release of adrenal cortical 
hormones. Experiments described here, however, reveal that 
preparations of corticotropin cause a fall in the rectal tempera- 
ture of normal (unanesthetized) rabbits. The fall in temperature 
is about 1 C with a dose of | unit per kilogram of body weight, 
reaches its lowest point in one to two hours, and passes off in 
about three hours. Corticotropin preparations, given simultane- 
ously with a pyrogen, delay and reduce the pyrexial response 
to the pyrogen. Given after pyrexia has been established, corti- 
cotropin preparations temporarily lower the temperature to nor- 
mal or below. The hypothermic and antipyretic actions of cor- 
ticotropin preparations were displayed by all samples tested, 
and were not due to contamination with posterior pituitary hor- 
mone. The importance of these observations for the testing for 
freedom from pyrogens is obvious. The usual pyrogen test ends 
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three hours after the test material has been injected. The ability 
of corticotropin to delay the appearance of a pyrogenic re- 
sponse means that a longer test period, preferably five hours, 
must be used. The difficulties of interpreting the results of a 
test in which what is essentially a mixture of drugs of opposing 
actions is injected are obvious. This hypothermic and anti- 
pyrexial action of corticotropin suggests that the pituitary may, 
under some conditions, play some part in the normal physi- 
ology of temperature regulation. In addition, the effects on body 
temperature are displayed by doses comparable to those used 
clinically in man, and the possibility arises that the extensive 
metabolic or vascular readjustments involved in bringing about 
such considerable falls in temperature, or the fall in tempera- 
ture itself, may be of therapeutic importance. Thus the effects 
of corticotropin in a given disease might in part be due not to 
a specific action on the disease but rather to vascular or meta- 
bolic changes. 


Medical Journal of Australia, Sydney 


1:97-132 (Jan. 26) 1952 
*Murray Valley Encephalitis: Epidemiological Aspects. S. G. Anderson, 
—p. 97. 
*Id.: Isolation and Characterization of Aetiological Agent. E. L. French. 
—p. 100. 
*Id.: Clinical Aspects. E. G. Robertson.—p. 103. 
Id.: Pathological Aspects. E. G. Robertson.—p. 107. 


Id.: Surveys of Human and Animal Sera. S. G. Anderson, M. Donnelley, 
W. J. Stevenson and others.—p. 110. 


Murray Valley Encephalitis: Epidemiologic Aspects. — This 
Paper serves as an introduction to several papers on Murray 
Valley encephalitis, an outbreak of which occurred during the 
first three months of 1951 in the Murray Valley in Northern 
Victoria. There were 40 recognized cases and 17 deaths. The 
morbidity was greater in children than in adults, and greater 
in males than in females. The incubation period was about one 
to three weeks, but varied between cases. Clinically and epi- 
demiologically the 1951 outbreak closely resembled the Aus- 
tralian “X” disease, which was prevalent in 1917 and 1918. 


Isolation of Etiologic Agent of Murray Valley Encephalitis.— 
Virus was isolated from the brains of three patients with Murray 
Valley encephalitis. The virus was more readily isolated on the 
chorioallantoic membrane of developing chick embryos than by 
inoculation into mice. A simple method of preparing comple- 
ment-fixing antigen from infected chorioallantoic membranes 
is described. The virus is serologically related to, but not iden- 
tical with, the virus of Japanese encephalitis B, and resembles 
this virus in its host range and other laboratory characteristics. 


Clinical Aspects of Murray Valley Encephalitis.—This paper 
describes the clinical aspects of Murray Valley encephalitis as 
observed in 4 babies, of whom 2 died, 9 children, of whom 2 
died, and 13 adults, of whom 4 died. In general the illness began 
abruptly with malaise, anorexia, headache, fever, lethargy and 
drowsiness with irritability, vomiting, giddiness and, especially 
in younger patients, convulsions. Subsequently cerebration and 
consciousness became progressively impaired. In adults this de- 
velopment was often gradual; in children a rapid progression 
was commoner. Cervical rigidity was constant, and the number 
of cells in the cerebrospinal fluid was moderately increased. Im- 
provement might commence at any stage, and, if it began early, 
recovery was rapid and complete. More frequently the disease 
progressed, with the appearance of involuntary movements of 
various types, deep unconsciousness, upper and lower motor 
neuron paresis, inability to swallow, and respiratory dys- 
rhythmia. A number of the patients who developed this severe 
condition survived, some with considerable impairment of cere- 
bral function. Since the manifestations varied somewhat in in- 
fants, children, and adults, the clinical aspects in each group 
are described separately. The symptoms and signs found at all 
ages were typical of an acute viral encephalitis, and did not 
allow the disease to be clinically distinguished from the other 
viral encephalitides such as Japanese B encephalitis, St. Louis 
encephalitis, and human infections with Western and Eastern 
equine encephaiomyelitis, nor from the Australian X disease 
reported in 1917 and 1918. 
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Medizinische Monatsschrift, Stuttgart 
6:73-136 (Feb.) 1952. Partial Index 


Clinical Manifestations of Excessive Fatigue. M. Stammberger and 
J. Gasch.—p. 96 

Irregular Antibodies and Blood Transfusions. G. Elsasser.—p. 99. 

*Treatment of Spastic Conditions and Ataxia in Multiple Sclerosis, with 
Temporary Interruption of the Sympathetic Nervous Pathways. M. Som- 
mer.—p. 101. 

eYerdhanens of Endocarditis with Antibiotic Substances, with Particular 
Consideration of Aureomycin. A. Drassdo.—p. 107 


Treatment of Spastic Conditions and Ataxia in Multiple Sclero- 
sis.—Bilateral infiltration of the lumbar portion of the sympa- 
thetic nerves at the level of the first and second lumbar ganglion 
with “myomelcain” (a modified procaine hydrochloride prepa- 
ration) was carried out in 10 patients with advanced multiple 
sclerosis of many years’ duration who had severe spastic-atactic 
paresis of the lower extremities. Considerable subjective and ob- 
jective improvement was obtained by all the patients after 10 
infiltrations. The sympathetic nervous system exerts a regulatory 
effect, particularly on the peripheral sensory neuron, so that the 
tonus of the striated muscles may also be benefited by a tem- 
porary interruption of the sympathetic nervous pathways. In 
the author’s patients the sympathetic block not only reduced the 
increased muscle tonus, but also exerted a favorable effect on 
the ataxia. The conclusion, therefore, seems to be justified that 
the sympathetic nerves not only regulate the tension in striated 
muscles but also to some extent the quality of he deep sensi- 
ivity, so that the entire spinal sensory neuron may be considered 
as subordinated to the sympathetic nerves. The relief of spas- 
ticity that resulied from the sympathetic block facilitated the 
subsequent treatment and enhanced its effect. The sympathetic 
block produced euphoria in several patients. This psychic effect 
was interpreted as a break-through of the higher autonomic 
reflex arcs by some effect on the hypoth 
centers. 


Antibiotic Treatment of Endocarditis—Of 11 patients with 
endocarditis, bacteriological culture of the blood was positive 
in 3, pharyngeal smears were positive for Streptococcus viridans 
in 2, hemolytic staphylococci and streptococci were detected 
in the fluid obtained from the tonsils by pressure in 1, hemolytic 
streptococci in the sputum of 1, enterococci in the bile of 1, and 
hemolytic staphylococci in urine obtained by catheterization in 
2. Pathogenic agents could not be demonstrated in three pa- 
tients. One patient died from circulatory failure before treat- 
ment had been instituted. Of the remaining 10 patients, 2 were 
treated only with sulfonamides because penicillin was not avail- 
able, 6 were treated with penicillin in total doses of from 
3,000,000 to 32,000,000, and 2 were treated with penicillin and 
aureomycin. The latter antibiotic was given in daily doses of 
1 to 2 gm., with total doses of 30 and 10 gm., respectively. Of 
the 10 patients, 6 were considered as cured after a follow-up 
of from five months to two years, | was improved but had a 
recurrence, and 3 died from circulatory failure. Aureomycin 
did not prevent a recurrence in one of the two patients treated 
with this antibiotic. Aureomycin, therefore, does not seem to 
be superior to the other antibiotics used in treatment of endo- 
carditis, possibly because in endocarditis the cardiac valves are 
partly covered with necrotic masses and partly with massive 
thrombi. Icterus occurred in one of the patients after cessation 
of treatment with aureomycin. As a manifestation of a tempo- 
rary impairment of the liver parenchyma, icterus might be con- 
sidered a reversible untoward reaction to aureomycin. 


Miunchener medizinische Wochenschrift, Munich 


94:194-240 (Feb. 1) 1952. Partial Index 


*Clinical Aspects of Toxoplasmosis in Adults. E. Wollheim.—p. 194. 

Cutaneous Diphtheria on Milk Eczema Lesions. H. Lausecker.—p. 202. 

Early Diagnosis of Abscess in Douglas’ Pouch. H. Sturm.—p. 203. 

The Dispute About Strophoral (Oral Strophanthin Preparation). L. Heil- 
meyer.—p. 207. 


Clinical Aspects of Toxoplasmosis in Adults.—During an epi- 
demic of poliomyelitis Wollheim observed patients who had such 
unusual symptoms as positive Babinski reflexes, swelling of 
lymph nodes, and enlargement of the spleen. The assistant 
assigned to investigate these symptoms was interested in toxo- 
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plasmosis and made Sabin-Feldman tests on some of these pa- 
tients and found unusually high titers. Reluctant to base the 
diagnosis of toxoplasmosis only on the outcome of this test, 
the cerebrospinal fluids were examined for Toxoplasma para- 
sites and they were found in 14 of the patients. The clinical 
aspects of toxoplasmosis are described on the basis of observa- 
tions on 44 patients. The most important clinical forms of the 
disease are those with central nervous and enterocolitic mani- 
festations. Other manifestations are skin lesions, pulmonary 
symptoms, and multiple eye symptoms. A constantly increasing 
titer of the Sabin-Feldman test in the course of the disease is 
further proof for the diagnosis of toxoplasmosis. Since penicillin, 
streptomycin, and aureomycin as well as an antimony prepara- 
tion proved largely ineffective, sulfonamides in high doses seem 
the most effective therapeutic agents in toxoplasmosis. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
96:1-68 (Jan. 5) 1952. Partial Index 


Frequency of Pulmonary Tuberculosis in Young Men Doing Administra- 
tive Work. I. van der Heijden.—p. 4. 

*Hodgkin’s Disease and Aversion to Alcohol: A Littke Known Sign of 
Hodgkin’s Disease. B. Verbeeten.—p. 12. 

Value of Systematic Bronchoscopic Control of Stump of Bronchus After 
Resection for Pulmonary Tuberculosis. R. Spanjaard and H. Navis. 
—p. 15. 


Hodgkin’s Disease and Aversion to Alcohol.—Verbeeten states 
that during the initial stage of Hodgkin’s disease symptoms such 
aS pain, coughing and itching become intensified after even 
small quantities of alcoholic beverages are taken. Because of 
this, the patients may develop an extreme aversion to alcohol. 
Case histories are presented to illustrate this. The author sug- 
gests that this observation may prove of value not only in the 
early diagnosis of Hodgkin’s disease, but also in localization of 
lesions and possibly in evaluation of therapeutic methods. 


Philippine Medical Association Journal, Manila 


27:733-784 (Dec.) 1951 


Role of Fungi in Allergy. F. C. Bocobo.—p. 733. 

Fibrositis Erroneously Diagnosed as Appendicitis. R. V. Guiang.—p. 739. 
Plastic Surgery in Otolaryngology. M. G. Tan.—p. 745. 

Schistosomiasis Research: Observation. R. Ramas.—p. 751. 


Practitioner, London 


168:109-210 (Feb.) 1952 


Malignant Disease of Mouth. R. L. Holt and E. C. Easson.—p. 113. 
Chronic Infections of Jaws in General Practice. S. H. Wass.—p. 121. 
Gingivitis. J. Naish.—p. 127. 

Oral Manifestations of Deficiency Diseases. H. Sinclair.—p. 133. 
Oral Manifestations of Syphilis. G. Horne.—p. 140. 

Problem of Dental Caries. E. Matthews.—p. 147. 

Bacteriology of Mouth. A. C. Cunliffe.—p. 157. 

Infective Factor in Asthma, T. E. Gumpert.—p. 162. 


Prensa Médica Argentina, Buenos Aires 


38:3383-3438 (Dec. 28) 1951. Partial Index 


*Hydatidosis of the Nervous System. R. Carrillo, R. F. Matera, and 
T. Insausti.—p. 3383. 

*Generalized vennennoms Lymphadenitis. R. Dassen, E. G. Fongi and 
E. F. Gauna.—p. 9. 

Cortisone ant of Histomonocytic Reticulosis. A. L. Maggi, 
D. Hojman and E. Rosemblit.—p. 3400 

Narcoanalysis in Hysterical Amaurosis. L. Grinberg.—p. 3411. 


Hydatidosis of the Nervous System.—The syndrome of endo- 
cranial hypertension with edema of the optic papillae, vomit- 
ing, and headache was presented by nine patients from 7 to 49 
years old who had cerebral hydatidosis. Neurological signs were 
found in all cases. Ophthalmological examination showed 
changes in the visual field in addition to papillary edema. 
Diastasis of the sutures, osteoporosis of the cranium, deforma- 
tion at the site of the cyst, and rarefaction of the anatomical 
components of the sella turcica are the principal radiological 
signs: they occur most frequently in children. Laboratory tests 
were inconclusive; the Ghedini reaction was positive in four 
cases, but none of the recognized tests proved absolutely re- 
liable. The cerebrospinal fluid was normal. Encephalography and 
ventriculography plainly showed the site of the lesion; large neo- 
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plasms and serious displacements in the ventricular system could 
be seen in the ventriculographic films. Seven of the nine patients 
were operated on successfully; four were cured, and the other 
three have been lost to follow-up. There were two postoperative 
deaths; one from cerebral coma caused by hernia of the temporal 
lobe prior to operation and the other from bronchopneumonia 
10 days after operation. Spinal hydatidosis in four adult patients 
was accompanied by symptoms of radiculomedullary compres- 
sion. The course is slow, but in spite of its chronicity the prog- 
nosis in this condition is grave. Dissemination apparently takes 
place through innumerable hydatid vesicles, resembling grains 
of tapioca, which invade the epidural space and surround the 
dural column. Cure can only be brought about by some form 
of biological treatment that will arrest the multiplication of these 
vesicles. 


Generalized Tuberculous Lymphadenitis—Tuberculous lym- 
phadenitis closely resembles Hodgkin’s disease clinically. Dif- 
ferentiation requires biopsy of the lymph nodes and inoculation 
in guinea pigs. The course of the disease is variable, ranging 
from 4 months to 18 years or more. Painless swelling of the 
lymph nodes is the earliest symptom; the general condition is 
not affected at first, but weakness, fever, night sweats, and loss 
of weight and appetite gradually appear. Death usually results 
from generalized miliary tuberculosis. The authors’ case, that 
of a fifteen-year-old girl, is the 29th so far reported. She had 
a history of painless swellings in the neck and axillas, accom- 
panied by weakness and loss of weight. Biopsy of the cervical 
lymph nodes showed tubercle bacilli of the bovine type. Nausea, 
vomiting, abdominal pain, and diarrhea suggested the presence 
of an intestinal tubercular lesion through which the infection may 
have gained entry. The patient lived in a rural area and drank 
a great deal of milk. Treatment with streptomycin was not effec- 
tive because, although her general condition improved, she con- 
tinued to have a high fever (39 C) and the sedimentation rate 
ranged from 48 to 81 mm. per hour. Amithiozone (“TB,”) was 
administered, and fever disappeared within a few days; abdomi- 
nal symptoms were relieved, and the sedimentation rate declined. 
The initial dose was 12.5 mg., and was gradually increased to 
feur 50 mg. tablets daily, two in the morning and two in the 
afternoon. During this treatment cheese, butter, and fish were 
forbidden, as well as medications containing acetylsalicylic acid 
(aspirin) or aminopyrine (pyramidon®); ultraviolet and roentgen 
rays must not be used. The patient felt remarkably well by the 
time she had had 15 gm. of amithiozone; she had gained 15 kg. 
The blood picture was nearly normal, and the swellings were 
steadily diminishing in size. X-ray treatment was begun 15 days 
after the maximum total dose of amithiozone (30.1625 gm.) had 
been given, and resulted in further reduction of the swellings 
and return of the blood picture to normal, only the sedimenta- 
tion rate remaining slightly elevated. Amithiozone® and radio- 
therapy, with a hygienic diet and such tonic medications as liver 
extract, vitamins, and minerals, seems to be the treatment of 
choice for generalized tuberculous lymphadenitis. 


Presse Médicale, Paris 
60:81-112 (Jan. 23) 1952. Partial Index 


Diagnosis of Gliomas by Electroencephalograms Combined with Angi- 
ography. M. David, H. Fischgold, G.-C. Lairy-Bounes and J. Talairach. 
—p. 81. 


Diagnosis of Bone Metastases of Cancer of the Prostate and of Fibrous 
Osteitis. J. A. Liévre.—p. 85. 

*Results of 510 Adrenal Medullectomies in Patients with Medullar Hyper- 
adrenalism. L. Durante.—p. 102. 


Medullectomy in Medullar Hyperadrenalism.—Of 510 medul- 
lectomies performed during the last 15 years on patients with 
medullar hyperadrenalism, 38 were bilateral. Highly satisfactory 
results were obtained in 69 patients with essential hypertension, 
in 3 with malignant hypertension, in 102 with Raynaud’s disease, 
in 235 with endoarteritis obliterans, and in 7 with scleroderma. 
There was not a single operative death. The extraperitoneal 
lumbar approach with or without resection of the 12th rib proved 
to be simpler, more rapid, and less traumatizing than laparotomy. 
Medullectomy causes almost no significant physiological dam- 
age, since sufficient chromaffin tissue remains in the aberrant 
paraganglions and the chromaffin bodies of the sympathetic 
plexuses. Medullectomy is a selective intervention, and 90% of 
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the adrenal gland is not removed. At present medullectomy is 
the most effective surgical treatment of medullar hyperadrenal- 
ism. A complete clinical recovery was obtained in the great 
majority of cases in which ganglionectomy, splanchnicectomy, 
and periarterial surgical intervention failed or were followed 
by recurrences. Medullectomy should not be considered as a 
miracle treatment by which permanent canalization could be 
obtained of an artery that has become obstructed by a subintimal 
proliferative process. Medullectomy, however, more than any 
other surgical procedure that influences peripheral nerve func- 
tion, may prevent obliteration of the collateral circulation in any 
vascular area of the body. The impressive remissions obtained 
within three to four months in advanced cases of scleroderma 
associated with severe sclerodactylia demonstrated that medul- 
lectomy not only exerts a favorable effect on the vascular net- 
work, but also on the connective and mesenchymal stroma that 
supports the tissues and organs, thus opening a wide field for 
therapeutic trials with this type of surgical intervention. 


60:113-132 (Jan. 26) 1952 
Ultrasonic Therapy in Otorhinolaryngology. G. Portmann, M. Portmann 
and L. J. Barbe.—p. 113. 
“Anticoagulant Therapy for Emboli due to Mitral Stenosis. J. Facquet, 
A. Husson and H. Ducrot.—p. 116. 
Administration of Corticotropin (ACTH) in Continued Venous Perfusion. 
M. Linquette, M. Goudemand, P. Pruvot and A. Lorrain.—p. 117 


Anticoagulant Therapy for Emboli Due to Mitral Stenosis.— 
Long-continued anticoagulant therapy with ethyl biscoumacetate 
(tromexan®) was given to three patients with mitral stenosis. 
Treatment was started with doses of 900 mg. for the first three 
days. Smaller doses then were administered every day in two 
or three divided doses to maintain the prothrombin level be- 
tween 30%, where definite hypocoagulability of the blood may 
become manifest, and 10%, below which the risk of hemorrhage 
becomes imminent. The maintenance dose of ethyl biscoum- 
acetate varied considerably; by maintaining the prothrombin 
level within effective and safe limits a satisfactory hypocoagu- 
lability was obtained with 300 mg., 225 mg., and 75 mg., re- 
spectively. In the first patient, a woman aged 51 who had had 
mitral stenosis since the age of 24, three embolic episodes oc- 
curred during the three years preceding the institution of anti- 
coagulant therapy. Treatment with ethyl biscoumacetate was 
continued for two and a half years, and not a single embolus 
recurred during this period. The two other patients were treated 
with ethyl biscoumacetate for 18 months and one year, respec- 
tively, without any recurrent embolic episode. The authors stress 
the necessity of controlling the effect of the anticoagulant treat- 
ment, not only by determination of the prothrombin level but 
also by the in vitro heparin tolerance test. The coagulability 
may be almost unchanged despite a prothrombin level below 
30%, and in such a case the dose of the anticoagulant may be 
increased. On the contrary, a satisfactory hypocoagulability 
may be observed with a prothrombin level above 30%, and 
reduction of the dose then appears to be justified. According 
to the in vitro heparin tolerance test, the coagulation time of 
the heparinized plasma should become double its normal value 
during anticoagulant treatment for satisfactory hypocoagula- 
bility. 


Revista Espanola de Pediatria, Zaragoza 
7:753-916 (Nov.-Dec.) 1951 


Allergies in Pediatrics. C. Salazar de Sousa.—p. 753. 

*Water-Hypophysin Test for Renal Function Exploration in Children. J. 
Campistol Vila.—p. 775. 

Familial Myoclonia. M. Royo Montahés.—p. 791. 

Visceral Mycoses in Children. A. E. Moya de Larramendi.—p. 803. 


Study of Renal Function in Children: New Technique.—Water 
and hypophysin may be used together for rapid simultaneous 
testing of renal concentration and dilution. Application of the 
test is simple: while the patient is fasting and at rest in bed, 
he is given a mixture of equal parts of milk and water (milk 
facilitates the test for children without altering the result), 
amounting to 3% of his weight, within one half hour, and im- 
mediately thereafter he is given | I.U. of posterior pituitary 
extract intramuscularly. The bladder is emptied before the test, 
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and measurements are made of the quantity and specific gravity 
of the urine eliminated every half hour for the first three hours, 
and hourly for the next two to four hours. The normal kidney 
responds with small amounts of urine of maximum concentra- 
tion for from two to three hours (antidiuretic phase); this is 
followed abruptly by discharge of large quantities of urine with 
very low specific gravity, sometimes under 1.001 (diuretic phase), 
for about two hours, during which at least three-fourths of the 
liquid given will have been eliminated. The concentration then 
begins to increase and the test is considered complete, because 
the maximum concentration of which the kidney is capable and 
the rapidity with which it eliminates water upon cessation of 
the antidiuretic phase have been ascertained. Response varies 
in different forms of kidney disease, facilitating diagnosis. The 
prognosis may be indicated by variations in response at differ- 
ent stages of disease. This combined test has special advantages 
in pediatrics: it can be carried out in a single morning (five or 
six hours) without interference between the two phases; it re- 
quires very little change in the child’s diet, the liquid taken 
serving as a light breakfast and regular meals being resumed 
at noon; it eliminates the dietary inconveniences of tests re- 
quiring suppression of liquids and the eating of dry, salty foods 
distasteful to children and possibly injurious to the kidneys. 
Contraindications are conditions such as hypertension and 
cardiac insufficiency. Instability of water metabolism in chil- 
dren under 3 years of age makes the combined test unsuitable 
for them. 


Schweizerische medizinische Wochenschrift, Basel 


82:73-96 (Jan. 26) 1952. Partial Index 


*Serum Iron in Differential Diagnosis of Jaundice. P. Dubs.—p. 73. 

Symptomatology and Therapy of Stenosis of Aortic Isthmus. E. Attinger. 
—p. 78. 

Glandular Cystic Hyperplasia and Carcinoma of Corpus Uteri. E. Gruber 
and J. R. Riittner.—p. 85. 

*Goiter in Childhood as Result of Deficient Nutrition. E. St. Loup B. 
—p. 88. 


Iron Content of Serum in Differential Diagnosis of Jaundice.— 
Investigations on the relation between iron metabolism and 
hepatic function indicated that the iron content of the serum dif- 
fers in obstructive jaundice and in hepatitis. The increased serum 
iron content in hepatitis and the normal or subnormal values 
in obstructive jaundice are so consistent that the determination 
of the iron content of the serum deserves preference among the 
methods available for differentiation of these disorders. 


Goiter in Children as Result of Deficient Nutrition.—The form 
of goiter with which the author is concerned has been largely 
disregarded, or has been considered as an almost normal form 
of developmental hyperplasia, but some have ascribed it to iodine 
deficiency. It is observed only in children and adolescents, in 
girls more frequently than in boys. The main symptom, and 
sometimes the only one, is an increase in the size of the thyroid. 
The author differentiates three types of thyroidal enlargement 
in these children: in the first type the enlargement is only pal- 
pable; in the second enlargement is visible; and in the third it has 
a goiter form. Cases of short duration show no other symptoms, 
whereas in those in whom the thyroid enlargement has existed 
for more than a year, the pulse rate may be accelerated, or, more 
rarely, it may be slower and in a few cases changeable. Exoph- 
thalmos and tremor were always absent. Some of the children 
were nervous and irritable and had moist hands and other vaso- 
motor phenomena; others showed signs of physical and mental 
retardation, with dry and rough skin, dull and dry hair, and 
brittle nails, but by far the majority had only enlargement of 
the thyroid. The author observed this disorder chiefly in orphan- 
ages. In one group of 140 orphans he detected 51% with goiter, 
and in another group of 104 thyroid enlargement existed in 32%. 
In both of these institutions the nutrition was extremely deficient; 
neither meat, eggs, nor butter was served in the first of the two 
and the small amount of milk available was given mostly to the 
bottle babies. In schools that included children of families in 
which the nutrition was better, only slightly more than 7% of 
the children had enlarged thyroids. The salt and water ingested 
was the same in all groups. Improved nutrition and the addition 
of large doses of vitamin A (with their regulating effect on 
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thyroxin) counteracted the thyroid hyperplasia. This fact, and 
the observation that this type of goiter is frequent in countries 
where malnutrition is prevalent, and almost absent where nutri- 
tion is good is regarded as further proof that this form of goiter 
is the result of nutritional deficiencies. That this type of goiter is 
most frequent at the onset of puberty is ascribed to the fact that 
at this time the vitamin requirements are particularly great. The 
author suggests that this type of goiter may lead to hyperthyroid- 
ism, either because the causes persist or unsuitable drugs are 
given. 


Semaine des Hopitaux de Paris 


28:165-202 (Jan. 18) 1952. Partial Index 


*Treatment of Lumbago-Sciatica by Means of “Embedded Grafts.” 
J. Debeyre, S. de Séze and S. H. Jurmand.—p. 165. 

*Total Patellectomy in Arthritis of the Knee. J. Debeyre and J. Lever- 
nieux.—p. 170. 


Surgical Treatment of “Bicipital Syndrome,” Clinical Form of Scapulo- 
humeral Periarthritis. J. Debeyre and A. Denis.—p. 175. 


Surgical Treatment of Lumbago-Sciatica.—Debeyre and co- 
workers describe a technique of lumbosacral arthrodesis that was 
used in 150 patients with lumbago, with or without radiating sci- 
atica. The posterior surfaces of the laminas of the fourth and 
fifth lumbar vertebrae and the upper portion of the posterior 
surface of the sacrum were denuded; a thick layer of spongy 
bone chips was placed over the denuded surfaces, and then the 
entire area was covered with a bone flap removed from the ilium 
and embedded between the spinous processes of the vertebrae, 
fixation of which had been attempted. A large, thick, continuous 
bone block was thus obtained, which united with the posterior 
arches of the vertebrae and formed a powerful splint. Of 44 
patients who had been followed for at least one year after the 
operation, 31 were completely free from pain, 9 were consider- 
ably improved, and only 4 were therapeutic failures. After the 
intervention six patients had pain that differed from that before 
the intervention; it was localized below the graft and was to be 
considered compensatory in the area of the spinal fusion. It sub- 
sided completely in five patients. Twenty-nine patients resumed 
their work, office workers within two months and manual labor- 
ers within five and seven months. Surgical treatment of patients 
with backache should be attempted when all methods of conser- 
vative treatment have failed. Lumbosacral arthrodesis by iliac 
graft is the method of choice. It may be easily preceded by an 
exploration of the disks, and usually it does not require im- 
mobilization in bed for longer than one month. It is a perfect 
substitute for Albee’s grafting, from which only disappointing 
results may be obtained in the lumbosacral region. The authors’ 
technique, which is similar to that of Bosworth, is easier than 
Wilson’s method, which had been advocated recently. 


Patellectomy in Traumatic Arthrosis of the Knee.—Of 20 pa- 
tients operated on for traumatic arthrosis of the knee, 6 subjected 
to total patellectomy were followed more than a year. Four 
obtained good results with complete relief of pain; articular 
function was hardly limited, there was complete extension, 
and flexion exceeded the right angle. The patients were able 
to resume their normal activities within six months after the 
intervention. The remaining two patients were improved, one 
still having pain on walking but able to walk several miles, while 
the other had subpatellar pain on effort that prevented his re- 
suming hard work. Results showed that the patella is not an 
indispensable part of the knee joint. Patellectomy deserves to be 
considered as one of the best methods of treatment for arthrosis 
of the knee. It is particularly indicated in cases of isolated 
femoropatellar arthrosis without involvement of the femorotibial 
joint. When the patella is surrounded by osteophytes and when 
the subtrochlear cavity is filled up, the permanent posture of the 
knee in slight flexion causes disturbance of gait. This dis- 
turbance may subside following patellectomy, which eliminates 
the bony projections and shortens the extensor apparatus. Con- 
sequently patellectomy may be attempted in cases of extensive 
arthrosis in the absence of articular dislocation and considerable 
deformity of the articular surfaces. Patellectomy is a simple op- 
eration that may be performed easily and without risk, resulting 
in complete relief from pain and preservation of mobility of the 
joint; it even seems to prevent progression of the arthrosis. 
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South African Medical Journal, Cape Town 


26:1-24 (Jan. 5) 1952 
sa ne Syphilis: Short Case Notes with Radiological Illustrations. 
. Kessel.—p. 1. 


Localization of Ingested Foreign Body in Abdomen. J. N. Jacobson. 
5 


—p. 5. 
Strain-Gauge Manometer: Preliminary Note on Its Construction. C. S. 
Jones and K. A. W. Paterson.—p. 7. 
Asthma and Dermatitis Caused by Chloroplatinic Acid. J. Marshall. 


—p. . 
*Hypotensive Anaesthesia in Plastic Surgery. J. Penn and H. Bentel.—p. 9. 


Hypotensive Anesthesia in Plastic Surgery.—Of 100 patients re- 
ceiving plastic surgical treatment under anesthesia with con- 
comitant hexamethonium bromide, 86 obtained good to excellent 
results. In 11 hemostasis was fair. In thice uperative bleeding was 
not influenced. The usual dose of hexamethonium was 50 mx. for 
young healthy adults, 30 to 40 mg. for patients over 4°. ~- 9 0 
to 30 mg. for patients over 50 and those who had 4 mile fy pe: 
tension or whose blood pressure fell due to posture aione. Hypo- 
tensive anesthesia with hexamethonium bromide reduced the 
amount of anesthetic used. Surgical shock was not a feature, and 
postoperative sickness was minimized. Venous thrombosis, cere- 
bral anemia, intestinal ileus, renal breakdown, or any other com- 
plications that may be attributed to autonomic paralysis or very 
low blood pressure were not observed. The authors feel that these 
complications can be avoided by correct selection of cases, care- 
ful blood pressure readings throughout, full oxygenation, avoid- 
ance of prolonged operations, and adequate after-treatment. The 
reduction in bleeding resulting from the lower systolic blood 
pressure improves surgical accuracy, lessens trauma and chances 
of suture material being buried, shortens operation time and re- 
duces postoperative edema and bruising to a minimum. The 
extent of tumor, disease, or scar to be removed and the skin 
flap viability can be assessed more accurately. Hexamethonium 
bromide should be used only by skilled anesthetists. Teamwork 
between anesthetist, surgeon, and nursing staff is essential, as is 
good postoperative care. 


Trans. Royal Soc. Trop. Mec. and Hyg., London 


46:1-112 (Jan.) 1952. Partial Index 

*Further Studies on Susceptibility of African Wild Animals to Yellow 
Fever. G. W. A. Dick.—p. 47. . 

Two Cases of Sickle-Cell Anaemia Associated with Retinal Micro- 
aneurysms. G. M. Edington and J. W. R. Sarkies.—p. 59. 

Peculiar Scars of Upper Eyelids: New Type of Disease in China. A. 
Fuchs.—p. 63. 

Chloramphenicol (Chloromycetin) in Treatment of Experimental Relaps- 
ing Fever. R. B. Heisch and A. E. C. Harvey.—p. 65. 

Aureomycin in Treatment of Framboesia. K. R. Hill, K. Rhodes and 
G. S. Escoffery.—p. 71. 

Treatment of Schistosomiasis. B. Girgis and A. Magid.—p. 81. 


Susceptibility of African Wild Animals to Yellow Fever.—The 
epidemiology of jungle yellow fever may be satisfactorily ex- 
plained by the primate mosquito cycle, in which the mosquito 
is the principal vector and host of the virus. However, other 
cycles of infection may maintain the virus under climatic con- 
ditions unfavorable to the persistence of the mosquito reservoir 
throughout a long dry season. Previous studies on the suscepti- 
bility of various species of African wild animals to yellow fever 
virus have been concerned mainly with the susceptibility of 
primates, but included some work on seven species of rodents, 
a bush pig, a hyrax, and a leopard. This paper reports some 
additional work that has been done on wild mammals other than 
primates. It was confirmed that hedgehogs are highly susceptible 
to inoculations of yellow fever virus. The other insectivores 
studied, the shrews, were found to be resistant to inoculations 
of viscerotropic virus. Of all the other animals tested, only in 
genets did the virus circulate in a quantity that it is believed 
might infect an arthropod vector. Some palm civets that de- 
veloped antibodies after inoculation lost all demonstrable 
antibody after various intervals. Thus, with the exception of pri- 
mates, hedgehogs and genets (of which the latter require further 
study), there is no evidence that any of the African mammals 
so far tested are susceptible enough to yellow fever virus to 
make it likely that they enter into any cycle of sylvan yellow 
fever. 
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Tubercle, London 


33:33-64 (Feb.) 1952 

Rehabilitation and Resettlement. J. E. Geddes.—p. 34. 

Primary Tuberculous Conjunctival Ulcer. K. Plucinski—p. 40. 

Individual Miniature Radiography. O. Clarke.—p. 42. 

Employment of Tuberculous Workers. A. A. White.—p. 44. 

Case of Farmer’s Lung. B. Mann and W. Miall.—p. 48. 

Intestinal Tuberculosis with Stenosis and Obstruction. W. C. Harris. 
—p. 50. 

Use of Thiosemicarbazone with Streptomycin in Pulmonary Tuberculosis. 
M. J. Greenberg.—p. 53. 

‘Electric’ Pneumothorax Refills. D. A. Herd and J. Aspin.—p. 56. 


Ugeskrift for Laeger, Copenhagen 
113:1761-1782 (Dec. 27) 1951 
*Crystalline and Amorphous Zinc-Insulin Compounds with Prolonged 
Action. K. Hallas-Mgller, K. Petersen and J. Schlichtkrull.—p. 1761. 
*Clinical Investigations on New Insulin Preparations with Prolonged 
Action: Zinc-Insulin Preparations Used in One Daily Injection. K. 
Hallas-Mgller, M. Jersild, K. Petersen and J. Schlichtkrull—p. 1767. 
Diabetes and Pregnancy: Introduction. J. Pedersen.—p. 1771. 


Zinc-Insulin Compounds with Prolonged Action.—Hallas-Meller 
and his associates studied the physiochemical interplay between 
insulin and zinc and its significance for the action of insulin. 
The zinc ions affect the solubility of insulin, depending on the 
pH, and cause insolubility at the pH of the blood if interfering 
ions (such as phosphate and citrate) are not present. At neutral 
PH the insolubility is accompanied by a binding of zinc to in- 
sulin. Insulin crystals in a suspension containing zinc (2 mg. 
zinc/1,000 units) at a pH of 7 may contain about 2% of zinc. 
Biological tests showed zinc-insulin suspensions to have a pro- 
longed insulin effect. The range of activity depends on the form 
of the insulin (amorphous or crystalline), the zinc ion con- 
centration, and other factors, and can be varied within wide 
limits. Clinical tests with zinc-insulin suspensions in diabetic per- 
sons confirmed that insulin preparations with different ranges 
of activity suitable for clinical application can be produced with- 
out the use of substances such as protamine and globin. 


Clinical Use of Long-Acting Insulin Preparations.—In 65 cases 
of severe diabetes Hallas-Mgller and his co-workers tested three 
zinc-insulin preparations with action prolonged for from 18 to 
over 30 hours. The preliminary results indicate that even in 
severe diabetes, satisfactory blood sugar levels can be main- 
tained with one daily injection when these three types of zinc- 
insulin are available so that a choice can be made. Possibly two 
types of zinc-insulin preparations would suffice, since the prepa- 
rations are miscible. 


114:37-68 (Jan. 10) 1952. Partial Index 
*Congenital Pyloric Stenosis: Results of Operative Treatment in 102 
Cases. J. Vesterdal.—p. 37. 
Pre and Postoperative Treatment of Infants. J. Vesterdal.—p. 40. 
Further Notes on Rickets: Cases from 1951. E. Overvad.—p. 46. 
Retrosternal Diaphragmatic Hernia: Operative Treatment of Case. J. L. 
Hansen and F. R. Mathiesen.—p. 50. 
Renal Calcinosis in Vitamin Dez Intoxication. B. Mélgaard.—p. 53. 
Clinical Results in Irradiation of Hypothalamic Region with Ultrashort 
and Microshort Waves (Radar), with Special Regard to Effect on 
Chronic Polyarthritis: Preliminary Report. G. Kelstrup.—p. 57. 


Congenital Pyloric Stenosis: Results of Operative Treatment in 
102 Cases.—Vesterdal finds that surgical treatment of pyloric 
stenosis is more advantageous than medical treatment. Among 
90 boys and 12 girls, aged 15 days to 4 months, treated opera- 
tively in the period from 1947 to 1950, there were no post- 
operative deaths. The average duration of hospitalization was 
15 days. In one case reoperation was necessary because of 
adhesions at the site of the pyloric incision. Follow-up from four 
months to four years after discharge revealed two deaths, 
neither one attributable to the pylorotomy. In 84 cases the 
course has been uncomplicated, in 11 there had been slight vom- 
iting for a time, in 3 cases the infants had not thrived at first, 
and in 2 instances there had been prolonged catarrhal disorder 
and dyspepsia. The importance of adequate preoperative treat- 
ment of dehydration for good results is stressed. 
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BOOK REVIEWS 


Obstetrical Practice. By Alfred C. Beck, M.D. Fifth edition, Cloth. $10. 
Pp. 1073, with 969 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1951. 


This popular textbook of obstetrics has been extensively re- 
written, and many new illustrations have been added. The physi- 
ology of reproduction and the early development of the embryo 
have been brought up-to-date by the addition of pertinent new 
information. The management of normal pregnancy including 
nutrition has been expanded to conform to the changing pattern 
of obstetric care. The diagnosis and treatment of the complica- 
tions of pregnancy are discussed in the light of new developments 
in medicine. One of the most useful features of this book is the 
detailed description of the mechanisms of labor in the various 
presentations and positions. Each step is illustrated by simple 
drawings to enable the student to follow the action easily. Such 
emphasis on basic principles in obstetrics is sound teaching. 

Unfortunately, this author, like so many others, did not dare 
to omit those practices and procedures made obsolete by medical 
progress. As an example, discussion of packing of the vagina and 
the use of a bag have no place in the modern management of 
placenta previa and could have been deleted. This edition, like 
its predecessors, is well organized, lucid in style, and effectively 
illustrated. The bibliography is more than adequate. It should 
retain its place among our standard obstetric texts. 


onographs on Surgery 1952. Editor: B. Noland Carter, M.D., Ph.D., 
Professor of Surgery, University of Cincinnati, Cincinnati. Advisory edi- 
tors: Gynecology, Joe V. Meigs, M.D., Clinical Professor of Gynecology. 
Harvard University Medical School, Cambridge; Urology, Charles Hug- 
gins, M.D., Professor of Urology, University of Chicago; Orthopedic 
Surgery, Alfred R. Shands, M.D., Medical Director, Alfred I. duPont 
Institute of Nemours Foundation. Cloth. $12.50. Pp. 430, with illustra- 
tions. Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1952. 


The 1952 edition of “Monographs on Surgery,” edited by Dr. 
B. Noland Carter, professor of surgery, University of Cincinnati, 
is an excellent book. This is the third volume of the “Monographs 
on Surgery.” These volumes replace “Nelson’s Loose Leaf Sur- 
gery.” This volume consists of a group of outstanding papers, 
written by many authors, dealing with important surgical sub- 
jects. These papers should, indeed, be considered chapters on 
surgical subjects. Each of the subjects has been covered by an 
authority. An outstanding section of the volume is a group of 
seven papers dealing with urinary incontinence in the female. 
This symposium alone is well worth the price of the book. The 
paper, the type, and the illustrations are good. This monograph 
should be a welcome addition to surgical literature. Such mono- 
graphs, constantly kept up-to-date, provide material of great 
importance to the practicing surgeon. 


Physician to the World: The Life of General William C. Gorgas. By 
John M. Gibson. Cloth. $4.50. Pp. 315, with 6 photographs. Duke Uni- 
versity Press, College Station, Box 6697, Durham, N. C., 1950. 


This is an interesting and entertaining biography of Dr. 
William C. Gorgas, the Army physician who has been called by 
many “the man who made the building of the Panama Canal 
possible.” Although his name is not so familiar to the present 
generation, Gorgas is most noted for his brilliant work in over- 
coming yellow fever. The Gorgas story is that of a young man 
whose determination to enter the Army first led him to go 
through medical school, of an Army physician who deliberately 
entered a yellow fever ward to study the disease, of the romance 
of a physician who married one of his patients, of the struggle 
to make the Panama Canal area safe for workers in the face of 
ridicule, and of the successful health-protection campaign 
launched among American soldiers during World War I. This 
book is recommended to all readers interested in medicine, 
history, and a tale well told. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
Stated. 


Observations on the General Effects of Injury in Man, with Special 
Reference to Wound Shock. By R. T. Grant and E. B. Reeve. Medical 
Research Council Special Report Series no. 277. Paper. 8s. 6d. Pp. 313, 
Mr 19 illustrations. His Majesty's Stationery Office, Box 569, London, 

-E.1, 1951, 


This book is based on detailed clinical and laboratory ob- 
servations of 230 patients with limb injuries and 80 patients with 
abdominal injuries. The patients were wounded during air raids 
or had other civilian accidents in England between 1940 and 
1943, or were wounded during enemy action in the Italian cam- 
paign of 1944 and 1945. The authors, members of the clinical 
research unit of the Medical Research Council of Great Britain, 
have approached the subject of trauma from a new angle. Be- 
ginning with the objective of learning to recognize and treat 
“shock,” they found that the prevailing conceptions of “shock” 
did not adequately explain the disease states found after trauma. 
As the result of their investigations, the authors have discarded 
the term “shock” and have introduced the concept of six dis- 
turbances of the normal circulatory pattern after trauma: cold 
tachycardia, warm tachycardia, hypertensive pattern, vasovagal 
pattern, cold hypotension, and warm hypotension. The advisabil- 
ity of this will be questioned by many American students of 
“wound shock,” but we must again ask ourselves if any single 
term really covers the many clinical patterns observed after 
trauma. A review of the “shock conference” held at the Army 
Medical Service Graduate School just a year ago, in which Dr. 
Grant participated, will provide the background for the existing 
differences of opinion. Should the term “wound shock” be used 
to designate but one facet of what Grant and Reeve are de- 
scribing? Extensive laboratory studies were done on many 
patients including determinations of blood volume (T. 1824 
method), hematocrit, red cell size, blood urea, serum protein, 
serum chloride, and serum bicarbonate. 

This book is a valuable reference for all those interested in the 
broad aspects of trauma. It should be especially useful to civilian 
and military surgeons responsible for the care of the wounded, 
not so much for teaching new methods of treatment as for 
serving as a basis for further investigations in this field. The 
book includes 76 references to shock and related subjects through 
the year 1948. It has many tables but neither an index nor 
illustrations. 


Formulary of the Massachusetts General Hospital and the Massachusetts 
Eye & Ear Infirmary, 1951. Edited by John T. Murphy, Pharmacist-in- 
Chief. Prepared by Pharmacy Committee by authority of General Execu- 
tive Committee. Cloth. $1; by mail $1.25. Pp. 155. Massachusetts General 
Hospital, Boston 14, 1951. 


This handy pocket size formulary is prepared for use by phy- 
sicians on the staffs of the two affiliated institutions named in 
the title. It is designed to provide a classified list of prescrip- 
tions for drug preparations that are stocked by the pharmacy 
department of those institutions. The admission of preparations 
is governed by rules that limit the selection of drugs to those 
marketed under official (nonprotected) names or to single brands 
in the case of products sold only under protected names. Staff 
physicians are not restricted absolutely to preparations that are 
included but are urged to confine themselves to the list, par- 
ticularly in the care of outpatients. Special provision is made 
for the control and labeling of new preparations intended for 
clinical evaluation or controlled experiments. Specific instruc- 
tions are provided concerning the form of prescriptions for out- 
patients, the issuing of narcotic drugs, and the refilling of pre- 
scriptions for other drugs. Prescriptions are specified also for 
hypodermic instruments, which are to be dispensed to patients. 
Preparations to be administered orally in teaspoonful doses are 
dispensed with a standard size plastic spoon of approximately 
4 cc. capacity; U. S. P. standard medicine droppers are dispensed 
for all preparations intended for systemic action that are pre- 
scribed in drop doses. The approximate number of drops per 
cubic centimeter is indicated for preparations prescribed by this 
method to allow for differences in viscosity and surface tension. 
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A conversion table of metric and apothecary weight and volume 
equivalents is also provided. 

The quantities of all ingredients indicated in the listed pre- 
scriptions of the text are expressed only in the metric system. 
The ingredients are identified by official, generic, or chemical 
terminology. The prescriptions are numbered but classified ac- 
cording to pharmacologic action under three main subdivisions: 
enteral use, parenteral use, and topical use. A numerical listing 
is appended to the main text, together with an index, which in- 
cludes cross reference to synonyms and trade names. 

The formulary is considered adaptable to any hospital or clinic 
that does not already have a formulary of its own and to in- 
dividual members of the medical profession as a convenient guide 
to prescribing. Some authorities are likely to question the inclu- 
sion of nonofficial multivitamin formulas containing components 
not yet established as essential in human nutrition. The spelling 
of the generic name, piperoxane, should be amended to drop 
the final “e.” The omission of the prefix “p-” for sodium p-amino- 
benzoate is not consistent with retention of that symbol for 
sodium p-aminosalicylate. No other obvious errors or discrep- 
ancies were noted. The formulary should well serve the purpose 
for which it is prepared. 


Endocrine Functions of the Pancreas. By Bernard Zimmermann, M.D. 
Publication number 114, American Lecture Series, monograph in Ameri- 
can Lectures in Endocrinology, edited by Willard O. Thompson, M.D., 


Clinical Professor of Medicine, University of Illinois College of Medicine, . 


Chicago. Cloth. $2.50. Pp. 82, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, 1952. 


The publisher of this series of monographs has made a notable 
innovation in American medical literature. To serve their pur- 
pose best the titles should include topics dealing with subjects 
of recent interest and development, which are not elsewhere 
accessible, and should be written by authors who have them- 
selves contributed to the subject. The value of the individual 
monographs, which appear in this series, varies with the degree 
to which these requirements have been met. The endocrine func- 
tion of the pancreas, which is the subject of the monograph 
under consideration here, is too broad a subject to be encom- 
passed in a single lecture. Although well-written and presenting 
an excellent summary of present concepts in the field, the first 
56 pages, dealing with the history and nature of insulin, metabo- 
lism in diabetes, action of insulin, regulation of internal pancre- 
atic secretion, and lipid metabolism, present little new informa- 
tion that cannot be found in available texts and review articles. 
The last chapter of the monograph dealing with the “hyper- 
glycemic factor,” a field to which the author himself has con- 
tributed, is the best and summarizes masterfully the status of 
this problem. Despite the above criticisms this monograph can 
be recommended to the reader desiring a brief well-written 
summary of the status of the pancreas as an organ of internal 
secretion. 


Recent Advances in Clinical Pathology. By Various Authors. General 
editor: S. C. Dyke, D.M., F.R.C.P. Section editors, Bacteriology: R. 
Cruickshank, M.D., F.R.C.P. Biochemistry: E. N. Allott, D.M., B.Sc., 
F.R.C.P. Haematology: R. G. Macfarlane, M.D. Histology: A. H. T. 
Robb-Smith, M.D., M.R.C.P. Second edition. Cloth. $6. Pp. 575, with 63 
illustrations. Blakiston Company (division of Doubleday & Company, 
Inc.), 1012 Walnut St., Philadelphia 5, 1951. 


The first edition of this volume was produced under the aus- 
pices of the European Association of Clinical Pathologists, which 
has now merged into the International Society of Clinical Pathol- 
ogy. Only about one quarter of the subjects dealt with in the 
first edition are found in the second, and the chapters dealing 
with these have been rewritten. The section on bacteriology has 
chapters on enteric infections, staphylococcal infections, tuber- 
culosis, virus infections, common fungus infections, antibiotic 
therapy control, and hospital infections. The chapters on bio- 
chemistry deal with liver function tests, the electrolytes of body 
fluids, diabetic coma, diseases of the skeleton, assay of hormones 
in the urine, paper chromatography, and micromethods of blood 
analysis. The chapters on hematology are on the rhesus factor, 
hemoglobinometry, the reliability of some hematological meas- 
urements, hemolytic anemia, the deficiency anemias, new optical 
and cytological techniques in hematology, and laboratory control 
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of anticoagulant therapy. The chapters on histology are on endo- 
metrial biopsy, skin biopsy, the wet film technique in neuro- 
surgery, biopsies in diseases of the rectum and bladder, histo- 
chemistry in diagnostic histology, histological diagnosis of solid 
Ovarian and testicular tumors, and infertility. 

The last chapter covers laboratory design and equipment. 
Various authors have prepared the chapters mentioned. Each 
chapter has comments on clinical interest and interpretation. 
The chapters cover many fields of clinical pathology, but a book 
compiled of chapters written by various authors has gaps, and 
there is not an even distribution of emphasis, because the writers 
limit themselves to only a segment of the whole. Thus, the text 
has nothing on serology, parasitology, and stomach, stool, and 
urine examinations. 


Essentials of Histology. By Margaret M. Hoskins, Ph.D., and Gerrit 
Bevelander, Ph.D. Second edition. Cloth. $4. Pp. 240, with 137 illustra- 
tions. C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1952. 


This edition has the same presentation of the morphology 
of tissues and organs as the first. Several sections have been 
revised, and new material has been added. About 20 of the 
original illustrations have been revised or replaced by new 
drawings. The book consists of 17 short chapters and an index. 
Specialized tissues and systems or organs are described. There 
is no bibliography. The two color plates illustrate the morphol- 
ogy of the blood cells and blood forming tissues of the bone 
marrow. 

The text and the illustrations, which are chiefly sketches in 
black and white, do not have the detailed information contained 
in the better organized and illustrated histology books used for 
instructing medical students. This volume is for use in nonpro- 
fessional levels of teaching in which precision in detail is not 
emphasized. For example, the authors describe the lining of 
blood vessels as squamous epithelium and comment that when 
simple squamous epithelium lines the blood vessels it is called 
endothelium. 


te Gland Disorder. By Edwin W. Hirsch, M.D. Cloth. $1.25. Pp. 
130, with 1 illustration. Greenberg, Publisher, Inc.. 201 E. 57th St., New 
York 22, 1939-1952. 

It is evident that this pamphlet was written for lay consump- 
tion. The author believes that the prostate gland has important 
physiological functions and that when it is diseased it may cause 
much trouble He states that chronic inflammatory changes in the 
prostate gland give rise to a wide range of symptoms and that it 
is the basis for most sexual difficulties as well as resulting psychic 
disturbances. He believes that most of these complications can 
be cleared up by treatment of the prostate gland with massage 
and the use of modern chemotherapeutic agents. It would hardly 
be possible that the prostate gland with its limited physiological 
function could cause the various symptoms cited. A variable 
degree of infection of the prostate gland exists in many men over 
40 years of age, and, in most instances, this does not affect the 
general health. The views expressed in this book regarding the 
etiology of prostatic enlargement with urinary obstruction as 
well as its treatment are unorthodox. Many of the theories lack 
a scientific basis and few urologists would agree with them. 


Problems of Consciousness: Transactions of the Second Conference, 
March 19-20, 1951, New York, N. Y. Edited by Harold A. Abramson, 
M.D. Cloth. $3.25. Pp. 178. Josiah Macy, Jr. Foundation, 565 Park Ave., 
New York 21, 1951. 

This volume contains the Transactions of the Second Confer- 
ence on Problems of Consciousness held under the sponsorship 
of the Josiah Macy, Jr. Foundation. The conference brings to 
gether outstanding investigators, whose work in some respect 
touches the common problem of proper interpretation of con- 
cepts of consciousness. The second conference under the chair- 
manship of David G. Wright was participated in by 24 members 
representing the scientific fields of psychiatry, physiology, 
anatomy, experimental biology, sociology, anthropology, and re- 
ligion. The general problems discussed at this meeting were psy- 
chological and psychodynamic views of consciousness, variations 
in scope of awareness, and variations in states of awareness in 
schizophrenic patients. The presentations are made informally, 
and verbatim discussion of members present concerning these 
subjects is presented. 
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QUERIES AND 


TOXEMIA OF PREGNANCY 

To tHE Eprror:—What is the therapeutic rationale for using 
intramuscularly administered magnesium sulfate in patients 
with toxemia of pregnancy? Is its use based on sound pharma- 
cologic grounds? —_ Harold J. Gregg, M.D., Tucson, Ariz. 


ANSWER.—Magnesium sulfate is used in the treatment of pre- 
eclampsia and eclampsia because of its sedative and vasodilating 
effects. These pharmacologic actions favor a decrease in the 
blood pressure and allay the convulsive seizures. The efficacy 
of the drug as a central nervous system depressant and as a vaso- 
dilator has been substantiated by experimental and clinical evi- 
dence. It is considered the most efficient drug for allaying the 
convulsions of tetanus. It has been used extensively in the treat- 
ment of hypertension and uremia because of its vasodilating 
effects. Haury has shown that intravenous injection of mag- 
nesium sulfate produces marked vasodilatation in the splanchnic 
organs and the kidneys. 

It may be administered intravenously, although most clinicians 
favor the intramuscular route. It is safe to administer as much 
as 10 gm. as an initial dose deep into the muscles and 5 gm. 
every six hours for two or three days. This dosage will not result 
in critical levels of serum magnesium. 


PRURITUS VULVAE AND ANI 

To THE Epitor:—A 25-year-old woman has pruritus vulvae and 
ani and frequent and urgent urination. Consultation with quali- 
fied urologists and dermatologists has failed to give an answer 
to her problem. Although complete examinations and careful 
laboratory studies have been made, no explanation has been 
found for her complaint. She is Rh positive, and her husband 
is Rh negative. The question raised by the patient is whether 
the incompatibility of her own and her husband’s blood would 
give rise to recurrent urinary troubles and pruritus, possibly 
on an allergic basis. 


Alan L. Hays, M.D., Odessa, Texas. 


ANSWER.—The only possible harmful effect from Rh sensiti- 
zation is intravascular hemolysis, either following a transfusion 
of incompatible blood or involving the blood of an erythroblas- 
totic baby. Transfusion hemolysis could be followed by lower 
nephron nephrosis and uremia, but could hardly be blamed for 
the urinary difficulty and pruritus of which this patient com- 
plains. Moreover, the Rh typings in this case are reversed, and 
there is no reason to suspect the presence of any abnormal anti- 
body in the patient’s serum. 


SUPERFLUOUS HAIR 

To tHE Epiror:—A girl, 12 years of age, in apparently perfect 
health, has noticed the growth of superfluous hair on her 
upper lip and arms. She has never had any serious illness and 
is of average height and weight. The menses have not started. 
What is the recommended method for removal of hair on 


the lip? M.D., Ohio. 


ANSWER.—It would be well to withhold treatment or elec- 
trolysis until puberty, but, if treatment must be instituted now, 
satisfactory results could probably be obtained by bleaching the 
hairs with a solution of peroxide and ammonia or rubbing them 
with a fine pumice stone or sandpaper made for the purpose. If 
results of these methods are not satisfactory, one can use com- 
mercial chemical depilatories, a procedure to be delayed as long 
as possible and used with great caution. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


J.A.M.A., June 7, 1952 


MINOR NOTES 


VACCINES FROM KILLED TUBERCLE BACILLI 
To THE Epitor:—An editorial on anatuberculin vaccination, 
(New England J. Med. 245:230 [Aug. 9] 1951) discusses a re- 
port on the use of kilied tubercle bacilli anatuberculin (Pe- 
tragninis anatuberculin) instead of BCG vaccine in Italy? Have 
there been any other reports on this procedure? 
Charles H. Keene, M.D., Buffalo. 
ANSWER.—Many attempts have been made at developing anti- 
tuberculosis vaccines from killed tubercle bacilli. Perhaps the 
best vaccines of intact heat-killed bacilli were prepared by S. A. 
Petroff, A. Branch, and F. B. Jennings Jr. (Immunological Studies 
in Tuberculosis: Resistance of Animals Sensitized with Heat 
Killed Tubercle Bacilli to Measured Infecting Dose, J. Immunol. 
16:233-257 [March] 1929) and later by E. L. Opie and J. Freund 
(An Experimental Study of Protective Inoculation with Heat 
Killed Tubercle Bacilli, J. Exper. Med. 66:761-788 [Dec.] 1937) 
in this country. Both of these authors reported that heat-killed 
bacilli used as a vaccine conferred some:protection in vaccinated 
animals, but it is the consensus of most authorities that the pro- 
tection of heat-killed bacteria is much weaker than that produced 
by living bacilli. There seems to be something in living bacilli 
that is lacking in dead bacilli, such as the enzymes and complex 
proteins that add to the antigenic power. On the basis of this 
hypothesis, Stimpert has prepared a vaccine of bacilli killed by 
ultraviolet light. Other attempts have been made to kill the 
bacilli by high pressures, but thus far no outstanding successes 
have been reported. There are no reports to this writer’s knowl- 
edge, on “Petragninis anatuberculin” or other dead tubercle 
bacillus vaccines that would indicate any advantage over BCG. 


TREATMENT OF IRITIS 

To THE Epitor:—A 55-year-old woman had iritis in the right 
eye two years ago; it cleared in three weeks, and there was 
no recurrence. She was given atropine and salicylates. Since 
Oct. 10, she has had eight attacks in the left eye. The 
eye becomes slightly injected, and there are neither cells nor 
fibrin in the anterior chamber. Posterior synechiae develop, 
which are broken with increasing difficulty with 10% phenyl- 
ephrine (neo-synephrine®) hydrochloride packs. Advice is re- 
quested regarding treatment, particularly the advisability of 
administering streptomycin. Attacks are promptly relieved by 
cortisone (cortone®) ointment, atropine, and salicylates. She 
shows no reaction to purified protein derivative no. 1 but has 
a severe reaction to no. 2 dilution. M.D., Michigan. 


ANSWER.—lInstead of this patient’s having a recurrent iritis, it 
is possible that the cortisone has been suppressing the inflamma- 
tory response that becomes evident whenever the drug is dis- 
continued. Cortisone has no effect on the cause of the inflam- 
mation, and the remarkable results seen with its use should not 
allow neglect of the usual diagnostic survey for the cause of the 
iritis. 

Woods (“Endogenous Uveitis,” Manual, American Academy 
of Ophthalmology and Otology, Rochester, Minn., 1950) divides 
iritis and uveitis into granulomatous and nongranulmatous types. 
The granulomatous type has an insidious onset, a torpid course, 
and is associated with thick, heavy “mutton fat” keratitic pre- 
cipitates and posterior synechiae. It occurs with granulomatous 
infections, such as syphilis, tuberculosis, brucellosis, sarcoido- 
sis, leprosy, lymphogranuloma venereum, fungus infection, and 
parasitical and virus diseases. The nongranulomatous type has an 
acute onset often associated with an upper respiratory tract or 
kidney infection and is associated with the presence of many cells 
in the anterior chamber; the cells are so numerous that a hy- 
popyon may be present. There are a few dot-like keratitic precipi- 
tates, few synechiae, and a tendency toward spontaneous im- 
provement. Recurrent attacks of nongranulomatous iritis may 
give rise to signs of the granulomatous type. It is associated with 
ocular sensitivity to Staphylococcus and Streptococcus and com- 
monly occurs with arthritis, old gonorrheal urethritis, and foci 
of infection. 
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A minimal diagnostic survey for the patient with iritis in- 
cludes slit lamp examination to determine the type of inflamma- 
tion and a careful history to determine the onset and significant 
past history. Physical examination should be directed toward 
discovery of objective evidence of granulomatous disease, with 
particular attention to the skin lesions and adenopathy of sarcoid 
and previous venereal disease. Possible foci of infection in the 
teeth, sinuses, tonsils, gallbladder, and genitourinary tract 
(urinalysis, prostatic massage, or vaginal examination) should 
be investigated. Roentgenograms of the teeth and sinuses may 
be helpful. It should be recognized that only a minute propor- 
tion of uveal inflammations are secondary to focal infection, and 
all other causes must be definitely excluded before surgical 
eradication of infection is advised. Blood tests for syphilis and 
brucellosis are indicated. If Brucella agglutination is positive, 
further studies to exclude brucellosis, such as blood culture and 
skin testing, may be indicated. Tuberculin testing should be 
done, but the findings must be interpreted with great care. A 
positive test is by no means definite evidence that the ocular 
disease is of tuberculous origin. A chest roentgenogram should 
be made in order to exclude the lesions of sarcoid or a primary 
tuberculous complex. The Frei test should be used to exclude 
lymphogranuloma venereum. 

Granulomatous inflammation caused by tuberculosis is prob- 
ably the most difficult to diagnose, since the ocular disease rep- 
resents a bacterial sensitivity, and organisms are not present 
in the eye, nor could they be recovered if they were. Diagnosis 
should be based on an ocular lesion compatible with the diag- 
nosis of tuberculosis, a skin sensitivity compatible with the diag- 
nosis, and exclusion of other disease causing the same clinical 
appearance. Streptomycin and p-aminosalicylic acid should not 
be administered unless this is done. The above suggestions rep- 
resent the minimal study to which a patient with iritis is en- 
titled; many patients require more elaborate study. 


COR PULMONALE DUE TO BRONCHO- 
GENIC CARCINOMA 


To THE Epiror:—Pulmonary arteriosclerosis is frequently found 
with cor pulmonale as a result of pulmonary hypertension; 
however, as a primary etiological agent in the production of 
cor pulmonale, primary pulmonary arteriosclerosis must be 
present. It is my impression that bronchogenic carcinoma 
with carcinomatous lymphangiitis is a commoner cause of cor 
pulmonale. | would appreciate clarification of this problem. 


M.D., New York. 


SWER. g carcinoma per se does not predis- 
pose to or promote either pulmonary or systemic arteriosclerosis. 
The secondary effects of the carcinoma (bronchial obstruction, 
atelectasis, secondary infection, and pleural involvement) might 
cause pulmonary emphysema and fibrosis with increased pul- 
monary tension; this may even lead to hypertension. However, 
this rarely occurs, and cor pulmonale is a direct result of the 
secondary effects of the cancer rather than of the cancer itself. 

Lymphangitic carcinomatosis of the lungs is frequently asso- 
ciated with involvement of the pulmonary vascular system, in- 
cluding the arterioles and the lymphatic structures. The foreign 
literature abounds with such reports; the English literature, until 
recently, has almost ignored this condition. 


The type of carcinoma referred to above is a form of meta- 
static carcinoma, reaching the lungs primarily through the lym- 
phatic system and through the lesser circulation. Most of the 
cases reported disclose that primary cancer in the stomach is of 
the scirrhus type; other organs involved as the primary source 
include the pancreas, ovaries, kidneys, and the liver. Although 
the lung as a primary source is not recorded, cancer might 
develop there. Carcinoma criginating either in the smallest 
bronchioles or in the alveoli is a different entity, pathologically, 
and, in itself, does not cause cor pulmonale. 


In metastatic lymphangitic carcinomatosis, there is widespread 
involvement of the pleural and parenchymal lymphatics, with 
fibroplastic changes and many disseminated cancer emboli in 
the pulmonary arterioles. In some cases, there is growth of can- 
cer cells in the blood capillaries and in the lymphatics. It is these 
changes that give rise to pulmonary hypertension and its sequel, 
cor pulmonale. 
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Of the theories for this association, the most widely accepted 
is that a special kind of cancer cell, with little tendency to 
clump, sets up this type of fibroplastic inflammation wherever 
it settles. The reported instances occur mainly in the young to 
the middle-aged. The early symptoms are respiratory (dyspnea, 
cough, and increased cyanosis) and evidence of right heart 
failure, with a paucity of pulmonary physical signs and with 
little or no reference to the primary source of the malignant 
growth. Diagnosis is made at autopsy. 


DIABETES MELLITUS 

To THE Epitor:—A man, aged 40, had mild diabetes, controlled 
by diet without insulin. Last month he had bronchopneu- 
monia, and acidosis developed. The blood sugar level was 
900 mg., the carbon dioxide was 20%, and the serum was 
milky with fat. He is now ambulatory but complains of weak- 
ness. His daily diet consists of carbohydrates, 150 gm.; pro- 
teins, 80 gm.; and fat, 75 gm. The blood sugar level is 330 
mg. The urine contains much sugar before meals and occa- 
sionally acetone. The patient was taking NPH insulin, 40 units 
before breakfast, and regular insulin as necessary according 
to urine tests, but since these always showed much sugar, he 
now takes regular insulin, 40 units, three times a day before 
meals. Please advise management. M.D., New Jersey. 


ANSWER.—Not enough data are available to give a definite 
answer to this query. This patient should be hospitalized to de- 
termine whether the increase in severity of the diabetes is real 
and whether the high requirement of insulin is necessary. The 
possibility of complications, such as pulmonary tuberculosis, 
local and general infections, and diseases of the liver and other 
glands, should be investigated. 


Any responsible complication should be found and treated. The 
dose of NPH insulin should be increased steadily until an amount 
is found that will provide satisfactory blood and urine sugar tests 
in the late afternoon, evening, and night. The dose of regular 
insulin before breakfast should be continued and may be given 
either in the same syringe with the NPH insulin or by separate 
injecticn. After the dose of NPH insulin has been increased to 
the level suggested, the dose of regular insulin should be ad- 
justed to the level that will yield good urine and blood sugar 
tests just before the noon meal. Temporarily, until better control 
of the situation has been gained, a supplementary dose of regu- 
lar insulin before the evening meal may be needed. It must be 
kept in mind that this patient may prove to be one of those rare 
persons who has a high insulin requirement. 

It is likely that, as the diabetic condition comes under control, 
the diet will have to be increased. The one now used provides 
only 1,600 calories daily. A man, aged 40, weighing 60 kg. (132 
Ib.), requires carbohydrates, 150 to 180 gm., protein, 70 to 100 
gm., and fat, 80 to 100 gm., a day, according to the amount of 
physical activity. 


THE SIZE OF THE EYE 


To THE Epitor:—Does the eye remain the same size from birth 
to death, excluding any systemic or organic disease? Are there 
any other organs of the body that maintain the same size 
throughout life? H. Stein, M.D., Philadelphia. 


ANSWER.—The statement that the eye remains the same size 
from birth to death is not strictly correct. During the first few 
years after birth the eyeball reaches almost its full size, though 
growth does not cease until the end of the first decade of life. 
But the internal differentiation of the structure of the retina, in- 
cluding the central fovea, matures toward the end of the first 
year. For a comparison of the curves of growth of the various 
organ types during human postnatal development, see Scammon 
(in Abt’s Pediatrics vol. 1, Philadelphia, W. B. Saunders Com- 
pany, 1923). The curves of growth and the relatively early matur- 
ation and acquisition of full size of the sense organs and the 
nervous system are closely similar. For details and additional 
bibliographic references, see Maximow and Bloom’s Textbook 
of Histology (ed. 5, Philadelphia, W. B. Saunders Company, 
1948). 
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HYPOGONADISM 


To THE Eprror:—A man, 28 vears of age, complains of nervous- 
ness and lack of aggressiveness. Physical examination results 
were normal except for a very light beard and a thin voice. His 
sexual activities are normal, and he is the father of two norma! 
children. 1 would like to know if continued hormonal treatment 
would help this patient achieve a deeper, more masculine 
voice, male aggressiveness, and increased health. If so, what 
would be the hormone of choice, and in what doses should it 
be prescribed? Over a long period of time would there be un- 
desirable alteration of his natural hormonal balance? 


M.D., Oklahoma. 


ANSWER.—It is recommended that the following observations 
be made on this patient: a spermatozoa count, a basal metab- 
olism test, and an x-ray examination of the sella turcica. If his 
genitalia are small and he has a low spermatozoa count, scant 
pubic and axillary hair, a scanty beard, and very little hair on his 
body, then it may be assumed that he has hypogonadism, which 
is probably secondary to hypopituitarism. Under these circum- 
stances, treatment with chorionic gonadotropin would produce 
definite improvement. Androgen therapy would also be of value, 
but stimulation therapy with chorionic gonadotropin would be 
preferable. If his spermatozoa count and his basal metabolism 
are within normal limits and his genitalia are of average size, 
then he may be one of those persons who has inherited an in- 
adequate number of hair follicles in masculine areas. The pitch 
of the voice is not necessarily a criterion of masculinity; some 
men with normal gonadal function have high-pitched voices. The 
exact status can be determined only by careful examination of 
the patient. 


FUMES FROM CASTING IRON 

To THE Epitor:—A chronic cough and marked fatigue developed 
in a 64-year-old man after three weeks of exposure to fumes 
escaping from a heated core used in casting iron. The core was 
made of lake sand, core oil, and core binder. The patient is 
certain that baking flour was used as a constituent in the 
binder. He states that, as the molten iron was poured about 
the core, thick, irritating, green, yellow, and black fumes de- 
veloped, and he unavoidably inhaled large amounts. The ex- 
posure occurred about three months ago, and his symptoms 
still persist. Examinations for heart disease and tuberculosis 
have shown negative results. Is there any possible correlation 
between the irritating fumes and this man’s present condition? 


R. H. Larson, M.D., Shelbyville, Ill. 


ANSWER.—The description furnished is characteristic of the 
usual “burning off” period for ferrous molding flasks. It is cus- 
tomary for cores to contain some organic binder, commonly 
dextrin or flour. The core oil on burning may give rise to low 
concentrations of acrolein, which is an active pulmonary irritant. 
The core wash may represent finely divided carbon, which aiso 
is combustible. The heat near any large recently poured flask pre- 
vents a worker from coming too close to the evolved gases. These 
gases, while not beneficent, are not direful. In large foundries, 
such gases are often exhausted to avoid excessive foundry fog. 
A few foundrymen become sensitized to the organic core binders. 
Newcomers and visitors to a ferrous foundry may acquire acute 
minor transient irritation of the eyes and respiratory tract but 
not the severer condition mentioned in the query. 


SALT-WATER BATHING AND ICHTHYOSIS 
To THE Epiror:—A case of ichthyosis in a child has been re- 
lieved twice by salt-water bathing. Is this a coincidence? 
B. Mecklin, M.D., Watertown, N. Y. 


ANSWER.—The relief obtained in this case of ichthyosis may 
not be entirely coincidental. Soaking in salt water may increase 
imbibition by the surface horny material and produce a tempo- 
rary apparent softening of the ichthyotic skin. Unfortunately, 
the query does not state whether the salt-water bathing was done 
at the beach or in a bathtub. If the former, the fact that many 
patients are relieved by environmental warmth with consequent 
promotion of skin secretions in emulsion (sebum and sweat) 
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must be considered. Moreover, an increase in the heat produc- 
tion of the body, i. e., an increase in the basal metabolic rate, 
tends to relieve dryness of the skin. Since these factors may be 
associated with the usual form of salt-water bathing and “sun- 
ning” at the beach, it is possible that they were instrumental 
in the improvement noted; however, since ichthyosis is a con- 
genital and presumably nevoid anomaly, the relief usually lasts 
only as long as the favorable conditions remain operative. Not 
only measures that increase perspiration and the production and 
flow of sebum but also applications of and massage with oil- 
in-water emulsions that simulate the natural emulsion at the 
skin surface tend to relieve ichthyosis. 


BRACKISH TASTE, BLACK TONGUE, AND ANTIBIOTICS 
To THE Epitor:—Two weeks after taking terramycin, 2 gm. per 
day, for urinary tract infection a patient had a brackish taste 
in the mouth. Dosage was reduced to 1 gm. a day and con- 
tinued for one month. At the end of treatment, he experienced 
loss of appetite and had a dark brown, almost black, dis- 
coloration of the tongue. Symptoms and black tongue have 
continued two weeks after discontinuing treatment and are 
increasing. During the first week of treatment, 1 gm. of strepto- 
mycin a day was administered. Gantrisin® (3,4-dimethyl-5- 
sulfanilamido-isoxazole), 1 gm. a day, was taken for the first 
month, Can you suggest the cause? Do you recommend treat- 


ment? M.D., Brazil. 


ANSWER.—Patients who take terramycin, aureomycin, or 
chloramphenicol often complain of curious tastes in their mouths 
and loss of appetite. A metallic taste in the mouth is frequently 
found in patients taking these antibiotics. Black tongue has been 
reported in patients using penicillin lozenges or troches or peni- 
cillin as an inhalant. The same may be true of patients who are 
taking terramycin, aureomycin, or chloramphenicol by mouth. 
The blackening of the tongue generally disappears after the anti- 
biotic is discontinued. As the correspondent feels that the black- 
ening of the tongue is increasing, it is suggested that a bacterio- 
logical investigation be made to see if superinfection with 
Aspergillus niger has occurred. If so, the lesion should be treated 
locally with methylrosaniline chloride (gentian violet) or a com- 
parable agent. 


TREATMENT OF RUPTURED EARDRUM 

To THE Epitor:—A patient’s eardrum was accidentally broken 
while washing out the cerumen deposit. | would appreciate 
your advice concerning treatment in this case and also the 
prognosis. M.D., Wisconsin. 


ANSWER.—Rupture of the tympanic membrane requires a 
minimum of treatment and a maximum of inspection. Syringing 
the ear and instilling eardrops are especially contraindicated. 
Nothing could be worse than to resort to active measures. A 
sterile cotton wick is sometimes introduced into the external 
auditory canal for the purpose of maintaining cleanliness, 
especially if bleeding has ensued. The prognosis for healing is 
good. 


SULKOWITCH TEST FOR CALCIUM 


To THE Epitor:—What is your opinion on the reliability of 
Sulkowitch’s test for serum calcium. | have been using this 
test, but the results do not parallel the calcium values of fresh 
blood determined by the methods of Rowe and Kahn and 
Fiske and Subbarow with a Leitz Ruoy photometer. 


N. Philip Norman, M.D., New York. 


ANSWER.—It is assumed that the Sulkowitch test referred to 
is that for urinary calcium, which indirectly, under certain con- 
ditions, is related to the serum calcium concentration. The ex- 
cretion of calcium in the urine depends on many factors other 
than the serum calcium concentration, and, hence, the results of 
the Sulkowitch test cannot be expected to parallel the serum 
calcium concentrations under all conditions. Factors influenc- 
ing calcium excretion are calcium content of the diet, phosphate 
concentration in the diet, acid-base balance, kidney function, 
and serum protein concentration. 


